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NON-PERFORATING ULCERS OF THE STOMACH AND DUODENUM 
[From the service of Dr. J. Emmons Briggs, Massachusetts Homeopathic Hospital, Boston] 


Tus paper, as its title implies, is devoted to 
a discussion of the non-perforating ulcers which 
I operated upon in my service last year. The 
number, thirty-eight, is not large. Perhaps it 
seems strange that in a large hospital where over 
4000 operations are done annually, such a small 
number of ulcers came under my care. This is 
explained by the fact that my term of service 
is but nine months in duration, confined to the 
college year, and is essentially a teaching service. 
Therefore, this series does not include the pri- 
vate cases of my colleagues, nor the house cases 
operated upon in other services. 

Recently, I presented a paper which was a re- 
sume of all of my cases of surgery of the stom- 
ach, numbering approximately 150. From that 
series, certain deductions were made :— 

1. That by exercising greater care in the pre- 
operative study of our cases, we might recognize 
and eliminate some of the extraneous diseases 
which seriously jeopardize operative results. 

2. That the selection of the right type of op- 
eration was of imperative importance. 

3. That the operative technique might be fur- 
ther improved. 

4. That we must be alert to detect post-opera- 
tive complications which call for immediate sur- 
gical interference. 

We have, therefore, in this later series, made 
every effort to give our cases very careful pre- 
operative study. This comprised in addition to 
the routine pre-operative investigations, all the 
help we could obtain from our very efficient x 
Ray department, from our laboratories and e»- 
pecial attention to the cleansing of teeth and 
mouth for several days prior to operation. Care- 
ful study of concomitant diseases not related 
closely to the stomach allowed us to anticipate 
trouble from these sources and bend every effort 
to prevent serious complications and avert ¢a- 
lamity. 

We operated upon thirty-eight cases with non- 
perforating ulcers; of these, twelve were gastric 
an! twenty-six, duodenal. We lost one case 


on!y, a mortality of 2.6%. 
The record of the fatal case follows: Mr. M., 


age 37, entered the hospital with a history of ul- 
cer extending over seven years, epigastric pain, 
repeated hemorrhages, anorexia, nausea and 
Vomiting, extreme emaciation, Haemoglobin 65%. 
The X Rays showed a 30% residue, an ulcer of 
the pylorus with adhesions, a contracted pylorus 
and a tremendously dilated stomach. We per- 
formed a gastro-enterostomy ; all X Ray findings 
were corroborated but our patient died from 
starvation. 

A better method of treatment would have been 
a JeJunostomy under local analgesia and jejunal 
feeding until he was in condition to withstand 
the more severe operation. The autopsy showed 
no peritonitis, nor technical error in operative 
procedure. 

Briefly, we will consider certain data compiled 
from these 38 cases. 25 were males and 13 were 
females. The average age was 37, the youngest 
18 and the oldest 66. The average duration of 
symptoms was seven years, the longest 25 years. 
Nine were less than one year in duration. The 
concomitant diseases were: 


Cholecystitis 
Appendicitis 
Tubercular peritonitis 
Defective and diseased teeth 

The symptoms elicited were as follows: 
Pain, epigastric 
Pain, epigastric, relieved by food 
Pain, epigastric, caused by food 
Loss of weight (5 to 50 lbs.) 
Vomiting 
Pyrosis 
Hemorrhage 
Massive hemorrhage 
Anorexia 


More and more do we place reliance upon the 
history as perhaps the most important factor in 
diagnosis :—In chronic ulcer, the history of pre- 
vious attacks, of severe and protracted indiges- 
tion, the hyperchlorhydria, pain, vomiting, he- 
matemesis and melena. The hyperchlorhydria 
gives rise to pyrosis, the burning eructations, the 
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waterbrash and the vomiting; the erosion of 
blood vesseis to the vomiting of blood and me- 
lena, the degree of bleeding being dependent 
upon the site of the lesion and its contact with 
blood vessels which are penetrated. 

, The amount of blood lost may vary from the 
slightest capillary oozing detectable only by 
chemical tests, to the alarming or fatal hemor- 
rhage. The remissions and exacerbations of 
symptoms are characteristic and the acuteness 
of the gastric symptoms leads the patients to 
self-imposed starvation resulting in great loss 
of weight and strength. 

The relation of pain to the taking of food is by 
no means reliable in the differentiation of gas- 
tric from duodenal ulcer. When we consider 
that the duodenal ulcer lies just beyond the py- 
lorus and the gastric ulcer oftentimes just prox- 
imal to it, a variation of less than half an inch 
in these positions will not make any essential 
difference in the clinical manifestations. There- 
fore, the sequence of food, pain and relief, char- 
acteristic of the ulcer of the lesser curvature and 
fundus of the stomach, does not apply to the 
ulcer of the stomach in juxtaposition to the py- 
lorus which may simulate the duodenal ulcer, 
with the sequence of food, relief, and pain. 

After a careful study of the history of symp- 
toms, we turn to the laboratory for further as- 
sistance. First to the X Ray department. Not 
too much should be expected from this depart- 
ment in the diagnosis of the small, non-indurat- 
ing and acute ulcer of the stomach and duo- 
denum. Structural changes must be present and 
gross deviation from the normal, before the X 
Ray can detect the pathology. In other words, 
these structural defects must exist before they 
ean be seen. In the acute ulcer, they may not be 
present. The ulcer at this stage is an abrasion 
of the mucous membrane only, difficult or im- 
possible to detect with the abdomen open and by 
the most careful palpation. Why expect the 
X Ray to reveal what we can searcely discern by 
combined ocular inspection and palpation. 

The X Ray may give demonstration of the 
hour-glass contraction, the chronie indurating 
uleer, with crater or filling defect, its location. 
the deformity of the duodenal cap, the fixation 
of the stomach to surrounding viscera; its size, 
shape and outline, its emptying time, and make 
positive the diagnosis of a suspected ulcer in 
many cases otherwise impossible of demonstra- 
tion. On the other hand, it may fail to show 
any evidence of a lesion which at operation can 
be readily demonstrated. In my 38 cases the 
uleer was correctly diagnosed by X Ray in 18 
eases and in 12 eases where an ulcer was found, 
the X Ray had failed to show it. 

Examination of the feces and of vomitus is 
made, in order to determine the presence of oe- 
eult blood. The routine examination of stomach 
contents after a test meal, is no longer practiced 


in my clinic because we doubt its effici 

find that after a careful history and study bd 
experience so unpleasant to the patient, may be 
eliminated. 

Complete physical examination, blood pres. 
sure and urinary analyses of 24 hour specimen 
complete the pre-operative study, which usually 
requires three or four days. 

During this time, the teeth are cleansed and 
antiseptic mouth washes are employed. As soon 
as the X Ray examinations are completed the 
bowels are thoroughly emptied of the barium. 
This will require laxol and one or more enemas 
and in spite of precautions, a large amount of 
barium is frequently found in the bowel at op- 
erations, where a considerable interval has 
elapsed since its administration. 


The operations for ulcer are many and varied ; 
gastro-jejunostomy with or without resection of 
ulcer, pyloroplasty, pylorectomy, partial gas- 
trectomy, &c. and we are convinced that the se- 
lection of the operation best adapted to the case 
means relief from symptoms and lowering of 
mortality. Upon this series of cases we per- 
formed operations as follows :— 


Gastro-enterostomy 13 
Gastro-enterostomy with excision 10 
Gastro-enterostomy with plication 5 
Pylorectomy 2 
Pylorectomy with gastro-enterostomy 3 
Excision of ulcer 3 
Jejunostomy 2 


We have no reason to change our views re- 
garding the desirability of posterior gastro-en- 
terostomy, which is indicated in fully 85 percent 
of ulcers. This leaves 15 percent which may re- 
quire the Finney operation, or may be treated 
by plication or excision without gastro-enteros- 
tomy. Included in these are the relatively rare 
acute perforations which are too seriously il] te 
admit of prolonged operation. 


There is an opportunity for sound surgical 
judgment in the selection of the type and extent 
of operation desirable. When the stomach is not 
fixed to underlying structures and when the 
exigencies of the case permit, it is my custom to 
make a posterior gastro-jejunostomy after ex- 
cision of the ulcer. Ulcers of small size were 
excised with the electro-cautery. Those of Jarge 
dimensions were frequently excised with the 
knife. Ulcers located in the pyloric end of the 
stomach call for excision of the pylorus, includ. 
ing the ulcer. This is done by clamping, sever- 
ing with the cautery and infolding. The prox'- 
mal end of the duodenum is similarly treated, 
after which a posterior gastro-enterostomy 35 
done. An ulcer on the posterior stomach wal! 
with deep crater firmly fixed to the pancreas 
may best be left with its attachments undis. 
turbed, in which case, its crater and indurate‘ 
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ri may be cauterized through the gastro-enter- 
o.\omy opening in the stomach wall. 

\leers of small size near the pylorus, if upon 
th anterior wall, are treated by sinking the eau- 
te: blade into the crater of the ulcer and burn- 
ine laterally until the ulcer with the indurated 
zone is destroyed. The defect is then closed with 
evigut sutures and finally with a Pagenstechter 
thread through the peritoneal coat, incorporating 
a part of the muscular coat of the stomach. 

If uleers are not excised they are very likely 
to give rise to further trouble, either by perpet- 
uating gastrie symptoms, by subsequent hemor- 
rhage, or by malignant degeneration. Ulcers of 
the duodenum do not always require excision, 
yet if such ulcers lend themselves readily to ex- 
cision with the cautery, we seldom fail to destroy 
them. We are told that they rarely become ma- 
lignant, but in my experience they may bleed 
and a gastro-enterostomy does not preclude this 
possibility. Hence, when there is a duodenal ul- 
cer with a history of hemorrhage, we should not 
fail to eradicate this ulcer. In two cases (not 
in this series) alarming subsequent hemorrhage 
has followed gastro-enterostomy without excision 
of the bleeding ulcer of the duodenum. 

When there is no history of hemorrhage, 
small duodenal ulcers may be plicated as a pro- 
tection from perforation, but their destruction 
with a cautery is a safe procedure and a radical 
eure. 

In two cases of this series, jejunostomies were 
done. I am a firm believer in this measure. In 
both cases, we were face to face with starvation, 
where the loss of weight was tremendous, asthe- 
nia alarming, acid poisoning severe, with ex- 
treme dilatation of the stomach from obstruction. 
In such cases gastro-enterostomy can not be done 
with safety, but a catheter may be slipped into 
the jejunum through a small incision made 
under novoeain. The patient may be fed through 
this catheter as long as it seems desirable ani 
an amazing improvement in the patient’s condi- 
tion becomes apparent almost immediately, with 
a considerable gain in weight. Stomach lavage 
should be practiced occasionally and when suf- 
ficient improvement is manifest, radical opera- 
tion may be done. 

Case I. Miss K. Age 61, had suffered from 
gastric uleer for eight years, with severe epigas- 
tric pain, vomiting, hematemesis, anaemia and 
eriaciation. She was bedridden with myocardl- 
tis and very severe auricular fibrillation. She 
hid a large ulcer of the lesser curvature and an 
h« ir-glass stomach. Her physical condition, as 
veiched for by the medical service, precluded 
anv major operation, but permitted introduction 
© catheter into jejunum under local infiltration 
wih novoeain. She improved so remarkably 
v-ler jejunal feeding and rest of her stomach, 
t! t she became practically free from symptoms, 


permitting us to remove the tube, since which 
she has continued to improve, has gained 20 
pounds, has been able to resume her work as a 
seamstress and, with attention to her diet, is 
free from digestive disturbance. She now has 
no intention of being operated upon, for she is 
enjoying better health, eight months after this 
operation, than at any time during a period of 
eight years. Her ulcer is not cured and it will 
undoubtedly bother her again, but she is re- 
lieved and could be operated upon today with 
relative safety. 


Case II. Mrs. M. Age 45. Greatly emaciated, 
from starvation, great dilatation of stomach 
from pyloric obstruction due to ulcer, secondary 
anaemia from hemorrhage, pyrosis, epigastric 
pain and malena. Jejunostomy was followed by 
marked improvement and a gain of eight pounds, 
while the catheter remained in position. Patient 
felt so well that she requested its removal and 
against our judgment she signed a release ani 
left the hospital. Her relief was so great thal 
she refused operation. We were unable to follow 
this case after she left the hospital and there- 
fore can not give her present condition. 

Special attention must be given to the post- 
operative complications which are responsible 
for a large number of deaths, and which in my 
clinic would have proved fatal in four cases had 
not prompt secondary operations been done. The 
abdomen was re-entered and definite obstruc- 
tive lesions found, which would have been fatal 
had operation been delayed. 

The lesson from these cases and from other 
similar misfortunes is now indelibly stamped 
upon my mind. The convalescence from stom- 
ach operations should be uninterrupted and not 
accompanied by severe post-operative vomiting. 
When this occurs early, the cause is usually acute 
dilatation of the stomach. This condition is 
serious, causing intense suffering, places great 
strain upon the suture line in the stomach wall, 
but fortunately has never caused leakage in my 
experience. 

The acutely dilated stomach calls loudly for 
the use of the stomach tube. If gastric lavage is . 
done promptly, the suffering and the vomiting 
will cease. If delayed, frequent lavage will be 
demanded, for when once the stomach is greatly 
over-distended a condition of atony develops and 
peristalsis is decreased or entirely absent. 

Hence, gastric contents puddle in the atonie 
viseus, leading to recurrence of symptoms, neces- 
sitating repeated gastric lavage. Patients suf- 
fering from starvation with loss of muscle force 
are prone to dilatation. A gastro-enterostomy 
admitting three fingers in the stoma will not 
suffice to empty the stomach. Peristalsis is what 
is required and the asthenia of the stomach will 
render efficient peristaltic movements impossi- 
ble. The stomach tube is of prime importance 
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in the post-operative care of stomach cases. Its 
use is too often delayed or omitted to the greal 
detriment of the patient. The bad results of 
an acute dilatation of the stomach are serious, 
persisting for months after operation, causing 
pain and eructations. 

The first lesson, then, is the early use of the 
stomach is not relieved by it, there must be some 
stomach tube; the second that if dilatation of the 
definite reason for failure, such as a technical 
error in gastro-enterostomy, kinking of intestine, 
or obstruction from adhesions. Patients doing 
well do not persistently vomit. They will not be 
relieved without operative investigation and 


promptness in reopening these cases is urgently . 


demanded. Two cases of acute intestinal ob 
struction at points remote from the site of oper 
ation, illustrate the urgency of secondary opera. 
tion, as both would have resulted fatally had we 
delayed and both by prompt operative interfer 
ence were saved. 

Much attention is paid to the feeding of pa 
tients following gastro-enterostomy. We have 
worked out a rational dietary which has been 
followed rather rigidly throughout my service 
and we have seen no reason to alter it materially 

The following is our routine post-operative 
treatment of stomach eases: 

Fowler position. Murphy drip, continuous for 
first 24 hours. Morph. sulph. gr. 14 hypo. 
Nothing by mouth for Ist 6 hours, after 
which patient may have water, hot or cold, 
teaspoonful doses every 10 minutes, if not 
vomiting. If vomiting, with-hold water and 
notify house officer. 

At the end of 24 hours: 

Milk or strained gruels, 14 oz. hourly. 

2nd day. Milk or strained gruels, 1 oz. hourly 

3d day. 1 oz. hourly selected from the follow. 
ing: Milk, iee eream, strained gruels 
malted milk, fruit juices. 

4th day. 2 oz. every 2 hours selected from the 
following: Cream soups strained. Coffee, 
eocoa, ice cream, gruels, fruit juices, raw 
eggs, milk, malted milk, bouillon, butter- 
milk, jellies, whipped cream. 

5th day. 4 oz. every 2 hours of the same. 

6th day. 5 oz. every 2 hours of above articles, 
adding custard, milk toast, blane mange, 

- cereals not strained. 
7th day. Soft boiled egg, dropped egg, cracker, 

tea, in addition to above articles. Five small 
meals daily. 

10th dav. Add to above articles, stewed fruits 
which have been sieved. Fruit souffles, 
baked apples without skin. Any breakfast 
food. Cream cheese, or small amount of 
any mild cheese. Macaroni, spaghetti. All 
soups except tomato. Small portions of 
everything. Five small meals daily. 

At the end of 2 weeks: 

Add to above articles, vegetables riced (not 


cabbage or spinach). Bread, muffins, smal! 

amount of chicken, lamb, or codfish, baked 

or boiled and minced (not fried). Small 

ggg of everything. Five small meals 
aily. 

The arrangement of this diet table has proved 
very helpful. It does away with the perplexity 
of writing diet prescriptions for patients indi- 
vidually and if a patient fails to progress as 
rapidly as the average, and should he complain 
of gas, distress or vomiting, on, for instance, the 
7th day, we may return to the diet of the 2nd 
or 4th day, awaiting improvement, when he may 
be promoted according to the judgment of the 


urgeon. 

Another advantage of this routine is that 
nurses and the diet kitchen may know in advance 
about what will be required in sufficient time to 
make adequate provision. 

When a patient is discharged, he is instructed 
in writing, as to what he shall eat. These pa- 
tients are hungry from long restricted dietary 
made necessary by the chronic ulcer, and are 
free from digestive disturbances after operation, 
especially if.an excision of ulcer has been done. 
They are so elated by the fact that they can eat 
without distress, that they are likely to indulge 
injudiciously and suffer in consequence. 

Several years ago, T operated in the late sum. 
mer upon a colored woman, excising an uleer 
of the pvlorus and making a gastro-enterostomy. 
At Thanksgiving, she indulged in a feast which 
would be eriminal and abusive to the stomach 
of anvone but a growing boy. She related in 
detail what she had eaten and all this, without 
distress. She was making up for ten years of 
uleer diet and had gained in three months about 
30 pounds. Several months later, I saw her 
again, still rejoicing and eating and she had 
gained 15 more pounds. About a year after her 
operation, she passed away suddenly from pneu 
monia, but the last year of her life was the hap- 
piest. Not often will a patient tolerate such dis. 
sipation. If the best results are to be obtained. 
the diet should be carefully regulated. 

We turn now to the most interesting chapter 
in stomach surgery: the ‘‘follow-up.’’ The 
apostle says ‘‘What shall it profit a man if he 
gain the whole world, but lose his own soul.”’ 
In surgical parlance this might well read: what 
profit does a patient derive from a brilliant op- 
eration, if thereby he loses his own life, or fails 
to benefit from the experience. 

This hospital several years ago inaugurate:! 
‘‘follow-up  clinies.”? House patients dis 
charged from the hospital receive notice that '” 
three months they will be requested to appe:" 
for examination. At these visits they are sec’ 
by the surgeon who operated upon them. Her* 
we have a chance to see the results of our ow! 
work. At this first visit, they may be requested 


Volome 191 
Nurnber 24 


INTUSSUSCEPTION IN ADULTS—SULLIVAN 


1105 


to come again at a date specified. The 37 pa- 
tients have either presented themselves at this 
elinie, or means have been taken to ascertain the 
results. You will say that it is too soon to for- 
miilite any opinion as to the permanency of cure 
and this is true, but it is valuable nevertheless 
to know the present status of these cases and to 
get this information directly from the patient 
supplemented by our own observation. Thirty- 
four eases have been traced through our follow- 
ap system; of these, 30 have been entirely re- 
lieved of all symptoms and four are improved. 
Three have not been heard from. 

Let it be understood that we do not advocate 
:urgery for the acute gastric ulcer. We prefer 
ihat these ulcers be cured medically. Most of 
our operations were upon chronic ulcers, which 
had been ‘‘cured’’ several times under medical 
treatment before they sought operative relief. 
But, we do urgently recommend surgery for the 
radical cure of chronic indurating ulcer of the 
stomach and duodenum. Here medical measures 
do not avail. Under the very restricted diet, 
approaching starvation, they may continue to 
exist, but they are not cured. They have periods 
of relief while under treatment, but the disease 
becomes aggravated upon any departure from 
the strict regime. 

Inasmuch as medical treatment is no safer 
than surgery,‘ as it offers less promise of radical 
eure and little hope of lasting relief, requires 
strict and unpleasant dietary restrictions, sub- 
jects the patient to the hazard of stenosis and 
perforation, hemorrhage and cancer, wherein 
lies the justification for medical treatment in 
these chronic ulcers? 


CONCLUSIONS 


1. Carious and defective teeth are probably 
responsible for infections of the alimentary 
tract, gastric and duodenal ulcer, cholecystitis 
and appendicitis; hence the very frequent asso- 
ciation of these diseases. 


2. The most constant symptoms of ulcer are 


in the order mentioned ; epigastric pain, loss of 
weight, vomiting, pyrosis, hemorrhage. 

3. History and X Ray are the most important 
factors in diagnosis. 

4. Duodenal ulcers are twice as frequent as 
gastric ulcers. 

_ 5. Gastro-enterostomy with excision of ulcer 
is the ideal operation for gastric ulcer. 

6. Destruction of the duodenal ulcer (with 
gastro-enterostomy) is desirable in order to as- 
sure a radical cure, and should always be done 
if bleeding has occurred. 

7. Massive hemorrhage should be treated 
medically until hemorrhage ceases and patient 
oo sufficiently to permit of resection 
of ulcer. 


; 8. te cases of starvation from steno- 
sis should be treated by preliminary jejunos- 
tomy. 


9. Acute ulcer should be treated medically : 
chronic indurating ulcer, surgically. 

10. Early post-operative vomiting signifies 
dilatation of the stomach, which should be 
treated by gastric lavage. 

11. Protracted post-operative vomiting, not 
relieved by gastric lavage, demands prompt sur- 
gical interference and the most frequent cause 
is intestinal obstruction. 

12. Intestinal adhesions from previous opera- 
tions may serious complicate an otherwise well- 
indicated gastro-enterostomy for gastric or duo- 
denal ulcer. 

13. No operations for ulcer should be made 
without inspection of gall bladder and appendix 
and, if diseased, these organs should be removed, 
if compatible with safety. 

14. A systematic follow-up system is the only 
way to obtain accurate knowledge concerning 
end results. 

The writer wishes to acknowledge his indebted- 
ness to Dr. C. W. McClure for the reference of many 


eases and for valuable assistance in diagnosis and 
advice in the post-operative treatment. 


INTUSSUSCEPTION IN ADULTS* 
BY RAYMOND P. SULLIVAN, M. D., F. A. C. S., NEW YORK CITY 


INTUSSUSCEPTION is probably the most com- 
mor form of obstruction in children and almost 
the only one met in infants. The ileo-cecal type 
represents about 52% of the cases in adults. The 
ace type is most frequent in children, while 
chronie intussusceptions, with partial permea- 
bility of the bowel, are more common in adults, 
an transition forms are occasionally met with. 
Ch:onie intussusception may be classified as (a) 
rec irrent form with constantly repeated invag]- 


*\.ad before the New Hampshire Medical Society, at Man- 
che. or, N. H., Wednesday, June 26, 1924. 


nation of the same intestinal coil, and (b) chron- 
ic intussusception with incarceration Chronic 
intussusception is much less common than the 
acute type, and recurs in older children as well 
as in adults, most frequently as ileo-cecal intus- 
susception. 

The predisposing factors of intussusception 
consist of increased peristalsis and a long mesen- 
tery poor in fat. The direct cause of intussus- 
ception in adults is often represented by pedun- 
culated tumors, malignant growths, an inverted 
appendix or Meckel’s diverticulum. A classifi- 
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cation of the responsible etiological factors, ar- 
ranged in the order of their relative importance 
in the production of the disease, is as follows :— 

(1) Tumors of the small intestine, benign or 
more rarely malignant, are a comparatively fre- 
quent cause of intussuception in adults. Those 
tumors which grow from the inner layers of the 
intestinal wall are attached to a constricted or 
peduneulated base, and project into the lumen, 
are more apt to induce intussusception than the 
subserous growths which protrude towards the 
peritoneal cavity. Polyps, sometimes multiple, 
and pedunculated lipomas are the most common 
varieties encountered. A Meckel’s civerticulum 
is sometimes found associated with a benign in- 
testinal tumor. Benign growths of the large in- 
testine causing intussusception may be situated 
in the rectum or sigmoid flexure of the colon. 

(2) Intestinal ulceration, in the form of sim. 
ple inflammatory ulcers, or as a sequel of typhoid 
fever, dysentery, tuberculosis, ete., is a rather 
common cause of intussusception in adults. 

(3) An inverted Meckel’s diverticulum or ap 
pendix is sometimes found in connection with in- 
tussusception in adults, the mechanism of the 
lesion being probably referable to irritation or 
inflammation from obstructed drainage of the 
diverticular contents or to small tumors on the 
floor of the diverticulum, These cases of inverted 
and infected Meckel’s diverticulum are apt to 
be especially dangerous. 


(4) Foreign bodies in the digestive canal are} 


an occasional causative or contribuiory factor 
in the onset of intussusception in adults. The 
part played by intestinal parasites in this respeet 
is still a matter of controversy. 

(5) Traumatism, more particularly as the re. 
sult of some form of violent muscular exertion, 
acts as an occasional cause of intussusception in 
adults. 

(6) Finally, there is an important group of 
eases in which no causative factor is demonstra- 
ble, as in the case here reported. 

In a general way, intussusception in adults is 
more apt to follow upon intestinal ulcers, tu- 
mors, diverticula, and traumatism, whereas, in 
children this disturbance is more apt to be stim- 
ulated by acute inflammatory enteri« conditions. 
Tumors, uleers, and diverticula usually give 
rise to the picture of chronic intussusception, 
while traumatism and inflammatory processes 
are responsible, as a rule, for acute invaginations. 

In the explanation of the mechanism of intus- 
susception, the so called paralytic theory seems 
to have been discarded in favor of a septic etiol- 
ogy. Local contraction of the annular muscle 
leads to constriction of the affected segment, and 
this comes to be overlapped by the unchanged 
segments. Obstruction oecurs secondarily, as a 
result of progressive contraction. 

Spontaneous reduction of the intussusception 
may take place as the result of relaxation of the 
contracted segment, peristalsis above the invagi- 


nation, or spastic contraction below it. So called 
‘‘lateral’’ intussusception is very uncommon. 
Multiple descending intussusception, are rare, 
and the same remark applies to ascending in- 
vaginations of the small intestine. 

In the Gromingen (Holland) Clinic, 15 of 63 
intussusceptions concerned adult patients, and 
tumors were responsible in only three of these 
eases. Among 6900 autopsies in the Amster- 
dam Pathologico Anatomical Institute, 19 
tumors of the small intestine were noted; 13 of 
these growths had existed without giving rise 
to symptoms, while 6 were associated either with 
perforation or intussusception. In some adult 
eases, intussusception is evidently produced by 
gross anatomical changes of the intestinal wall, 
due to ulceration, infiltration, pedunculated or 
non-pedunculated tumors. In benign tumors, 
intussusception is more common, on account of 
the softness and inertness of the intestinal walls, - 
than in malignant tumors, or in chronic inflam- 
matory processes. The great majority of car- 
cinomatous invaginations are found in the 
colon. Intussusception of the sigmoid flexure 
descends towards the anus in the majority of the 
cases, passing through the: anal orifice, so that 
a visible prolapse makes it appearance, being 
a true hernia. 

The changes following on intussusception, be- 
sides obstruction of the intestinal lumen, consist 
in nutritional disturbances of the invaginated 
segment from venous congestion to total gan- 
grene, with spontaneous expulsion of the nec- 
rotie mass, usually within three weeks. In fav- 
orable cases the patient is protected by nature 
against peritonitis, through early agglutination 
at the neck of the intussusception. Local ulcers 
may form as the result of distention or pressure. 
So called hyperacute cases, leading to death 
within two days, are rare (2%). 

Buzeiio (Beitrage z. Klin. Chir., 1920, Vol. 
119, H.3, p. 692) reported an unusual ease of 
chronic invagination of the small intestine in a 
man of 22 years, due to an internal mucous di- 
verticulum 8 mm. in depth and 6 mm. in diame- 
ter. Resection was done and was followed by 
recovery. Etiologically, it appeared that an 
intussusception eight years previously had not 
entirely been reduced on account of adhesions 
at the insertion of the mesentery, leaving a loca! 
invagination which gradually became dilated 
into a sac. This observation shows that old invag- 
inations, after spontaneous reduction, even wit): 
relief of all disturbances, still represent a source’ 
of danger on account of eventual necrotic 
changes of the mucosa and the onset of total ir 
testinal obstruction. 

Mason AND Lericne (Lyon Chirurg., 1920. 
Vol. XVIII, No. 3, p. 325), who believe that the 
myenteric plexus plays an important part in the 
development of intussusceptions, described the 
case of a man 21 years of age, with a movable 
tumor the size of a fist in the left lumbar region. 
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| parotomy revealed an invagination of the ileo- 
ce um into the colon, which was easily reduci- 
bic but promptly returned, so that resection of 
the intussusception was required. Uninter- 
rupted recovery followed after termino lateral 
avastomosis between the ileum and transverse 
eo on. 

Gost (Orvose Hetilap, 1921, Vol. 56, No. 1, p. 
5) in Hungary observed an ileo-cecal invagina- 
tion due to a tumor, in a young man of 19 years, 
who was admitted to the hospital with a mass 
in the ileo-cecal region. By the next day, the 
tumor had disappeared, but a resistance became 
palpable in the epigastrium. The operation 
showed a tumor the size of a small apple, de- 
rived from Bauhin’s valve, which had become 
invaginated and ‘passed into the transverse 
colon. Resection was followed by recovery. 

Oxiva (Riforma Medica, 1922, No. 25, p. 581) 

in Italy very recently reported a case of ileo-ilial 
invagination, in a man of 30 years, with 
symptoms of acute intestinal obstruction. <A tu- 
berculous stricture was suspected, but the opera- 
tion showed the cause to be a diffuse lympho-sar- 
comatosis of the small intestine, and the patient 
died two weeks after the intervention and about 
five months after the onset of the disease. 
_ In a recent case of enterocolic intussusception 
in an adult reported by Kingsford, in England 
(Brit. Med. Jrl., 1921, I, p. 8131), the patient, a 
man 46 years, was suddenly seized with severe 
intermittent abdominal pain, accompanied by 
retching and vomiting. Examination some hours 
later showed a rounded prominent swelling in 
the right iliac region, dull on percussion and 
tender on palpation. The intussusception was 
entirely irreducible seven hours after onset, 
probably due to the large amount of mesentery 
it contained. Laparotomy was performed on the 
collapsed patient, and it was found that the as- 
eending colon as far as the hepatic flexure, the 
cecum, and about 6 to 8 inches of ilewn were dis- 
tended by the invaginated small intestine. At 
the apex of the intussusceptium, which was 
about 18 inches in length, an oval mass about 2 
inches long could be felt, suggestive of a polyp. 
The ileum above the intussusception was later- 
ally anastomosed to the transverse cvlon, and the 
petient made an interrupted but good recovery, 
afer passing the entire intussusceptum with the 
st-ols. There was reason to suspect a Meckel’s 
di ertieulum as a possible cause of the intussus- 
ee: tion. 

JeLANNOY (Arch. d. Med. de Appareil Dt- 
g¢'ip., 1928, XIII, p. 215) reports the ease of a 
w nan 55 years of age who was admitted with 
tl diagnosis of intestinal occlusion, after hav- 
ir» suffered for about a month from abdominal 
di ‘urbanees, in the form of several attacks of 
profuse diarrhea. Vomiting until the last three 
ds had oceurred only twice. It was only since 
th ee days that the disturbances had become se- 


ricusly aggravated with severe paroxysmal pains 


in the left iliac fossa, radiating towards the arms 
and perineum, and accompanied by rectal tenes- 
mus. No more stools, flatus or blood had been 
passed by the anus, and the general condition 
was unsatisfactory. Immediate operation showed 
the invagination to be situated at the junction 
of the sigmoid flexure and the rectum, in front 
of the sacrum. The intussusception proved ir- 
reducible; ileo-rectal anastomosis as well as re- 
section by the abdominal route was impracticable 
on account of the site of the invagination. The 
application of an artificial iliac anus was there- 
fore decided upon, with the intention of subse- 
quently performing resection of the mass by 
the trans-anal route. The sigmoid coil was there- 
fore rapidly anchored to the skin and opened, 
with immediate escape of highly offensive ma- 
terial. In spite of this apparently efficient drain- 
age, the patient’s intoxication was not relieved 
and she succumbed to stercoremia five days after 
the intervention. 

The diagnosis of chronic intussusception may 
be extremely difficult and in many instances may 
not be determined yntil the abdomen is opened. 
However, with respect to the seat of the intus- 
susception, its localization in the small intestine 
is indicated by early profuse vomiting, predom- 
inance of obstipation, a small amount of blood 
in the stools, and a freely movable tumor. Sud- 
den colicky diffuse pains often in the umbilical 
region, are an important symptom, and so is 
enterospasm or stiffening of the bowel, which is 
present in about fifty percent of the cases. There 
is often no distinct tenderness on pressure. Early 
vomiting is very common (92%) although 
nausea and vomiting may be absent. Usually, 
there is at first obstipation, followed in six to 
forty-eight hours by a discharge of bloody 
mucus. Regular bloody stools are noted in only 
about one half of the cases. Diarrhea is often 
noted in chronic intussusception and it occurred 
in the ease which will be given in detail later. 
Painful rectal tenesmus is often present (559%) 
especially in intussusception of the large intes- 
tine. An important diagnostic feature is a re- 
laxed sphincter, a sign met with in tifty percent 
of adult patients, and practically always in chil- 
dren. The intestinal occlusion is practically 
never complete, and flatus is usually passed. Ab- 
dominal gurgling and splashing without passage 
of flatus is very suggestive. Flattening of the 
ileo-cecal region (Dance’s symptom) is rarely 
demonstrable. Examination often but not always 
reveals an abdominal tumor—which can be pal- 
pated in the majority of the cases—varying in 
size, position and consistency, during the severe 
eolies, or in the interval between attacks. These 
invagination tumors are seen most frequently 
in chronic intussusception of the ileum or ileo- 
cecum. The mass is sausage shaped with a cur- 
vature having its concavity towards the um- 
bilieus, and is usually situated in the left side in 
a proportion of 3 to 1. The discovery of these 
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characteristic findings affords a sufficient basis 
for the diagnosis of intestinal intussusception. 
A change in consistency during the examination 
is a valuable sign in the differentiation of intus- 
susception from neoplasms or fecal impactions. 
Otherwise, a neoplasm of the colon may give rise 
to the same symptoms as chronic intussusception. 
Appendicitis can be excluded in most cases by 
demonstrating the mobility of the mass in in- 
tussusception and its response to the respiratory 
movements, contrary to conditions obtaining in 
appendicitis. In the absence of a palpable tu- 
mor, the differentiation from appendicitis and 
especially from dysentery may prove difficult. 
When other methods of examination prove un- 
successful, radiography may furnish a valuable 
adjunct for the elucidation of the obscure symp- 
tom—complex. Progressive emaciation is a char- 
acteristic sign of chronic intussusception in 
adults. The course of the disease may extend 
over months and years, with acute exacerbations. 
The characteristic feature of the chronic reecur- 
rent type of intestinal intussuscepiion consists 
in the abrupt onset of symptoms of invagination, 
at variable intervals, between which the patient 
is in good condition, whereas, in the chronic per- 
manent form there is no complete well being— 
even between the acute attacks. . 


TREATMENT 


Palliative measures such as water or oil ene- 
mata, or air injection into the rectum, may ac- 
complish a more or less complete reduction of 
the intussusception, in mild and unusually fav- 
orable cases, but the results are seldom perma- 
nent. Taxis may be attempted under general 
anaesthesia. Although these palliative measures 
are quite promising within the first six to twelve 
hours after the onset, it must be kept in mind 
that the operative mortality is very markedly 
increased after this time. Acute invaginations 
of over 48 hours duration in adults, and those 
cases in which severe inflammation or incipient 
peritonitis is suspected, must be operated upon 
without delay. 

In a general way, once the diagnosis is made, 
operative intervention is the procedure of 
choice in the treatment of intestinal intussus- 
ception in adults. Concerning the palliative 
measures—these procedures should never be at- 
tempted, unless, the patient is so placed that lap- 
arotomy may be done on short notice. In fact 
the palliative measures should be regarded as a 
pre-operative procedure—and not a _ curative 
one. The disappearance of a tumor is not indica- 
tive of complete reduction and hence laparotomy 
should always follow. The extent of the sur- 
gical interference is, of course, entirely governed 
by the findings in a given case. Manual dis-in- 


vagination with parallel suture between the de- 
tached ileum and colon; fixation of the ileum and 
cecum to the peritoneum; fixation of the mes- 
entery of the appendix, when this is left: be- 


hind, into the iliac fossa may be sufficient. How- 
ever, after the intussusception has been exposed, 
a combined procedure of compression and trac- 
tion is indicated for reduction. . This attempt 
should always be made by gently pushing the 
intussusceptum out of the intussuscipiens from 
below upward. Pulling should be avoided as 
much as possible. The treatment is completed 
by the removal of the cause of the intussuscep- 
tion when practicable. Recurrence after sur- 
gical interference is uncommon, and can usually 
be guarded against by the simple and efficient 
method of anchoring the affected coil to the lat- 
eral parietal peritoneum. | 

If reduction is impossible by manipulation, 
the seriousness of the problem is greatly in- 


‘ereased. Under these conditions the surgeon has 


the choice between (a) resection of the entire 
mass with immediate or delayed re-establishment 
of the bowel continuity; (b) entero-anastomosis 


around the mass and secondary resection; (c) 


resection of the intussusceptum followed by clo- 
sure of the intussuscipiens. In adults and older 
children the procedure of choice is resection with 
immediate entero-anastomosis, preferably end 
to end. In children the procedure should be 
more conservative. The application of a tem- 
porary enterostomy, followed later on by anas- 
tomosis, often has very beneficial results, as has 
ileo-colostomy with secondary resection in suit- 
able cases. Whichever procedure of resection 
and replacement of the bowel within the abdom- 
inal cavity is adopted the use of drainage should 
be avoided for the reason that it is a predisposing 
factor for the development of mechanical diffi- 
culties or infection. 

In Delannoy’s review of the operative results, 
in 35 recent cases, following statistical data are 
instructive ; eight reductions, simple or with sup- 
plementary interventions such as appendectomy 
or fixation—there were six recoveries and two 
deaths, making a mortality of 25%; eight latero- 
lateral anastomosis, with five recoveries and 
three deaths (including one from peritonitis and 
one from exhaustion), making a mortality of 
37.5% and fifteen resections with twelve recov- 
eries and three deaths, making a mortality of 
20%. Of these three deaths one was due to em- 
bolism on the fifteenth day ; the second eoncerned 
a child under six months of age; and the third 
was due to shock. Resection is thus shown to be 
the least dangerous procedure, and should be 
the intervention of choice in chronic intussus- 
ceptions. 

The Scandinavian surgeon, Winter, whose 
material is derived from several Copenhagen 
hospitals, the Malmo Hospital and the Odenx 
Hospital during the years 1910 and 1921, recent- 
ly reported 247 cases of intussusception ileus, 
the total number of cases including ninetecs 
adults, with eleven deaths. Based on persona! 
experience and a review of the literature, he ar- 
rived at the conelusion that primary surgical 


/ 


Volume 191 
Nun.ber 24 


INTUSSUSCEPTION IN ADULTS—SULLIVAN 


1109 


treatment is best and should be applied in the 
first place. The sooner the patient comes to op- 
eration, the better is the prognosis, 

The following case is reported in some detail 
because it presents several interesting features: 


Mrs. E. M., 68 years of age (St. Vincent’s, 3178-22), 
was brought to hospital August 2, 1922, complaining 
of recurrent colicky pains in abdomen, nausea, vomit- 
ing. intermittent diarrhoea and great prostration. 
Investigation revealed that illness was of six days’ 
duration, having a sudden onset. The pains were 
referred to umbilical region. Shortly after onset 
nausea, vomiting and diarrhoea were associated with 
the pain. The vomitus at first was bilious in charac- 
ter. but for the past 48 hours has been brownish in 
color, With a distinct fecal appearance and odor. On 
the third day the pain gradually disappeared after 
the use of enemata, which were expelled. spontane- 
ously, accompanied by passage of considerable flatus 
and mucus. On the fifth day the mucus was noted 
to contain a small amount of blood, and fecal matter. 
On the sixth day pains recurred with greater severity 
and patient was unable to take any nourishment or 
fluid by mouth. 

Previous History—Patient stated that she has had 
several similar attacks, but of much less severity 
and shorter duration. Relief always obtained by the 
use of enemata and cathartics along with total fluid 
diet. However, during past six months attacks have 
been more frequent. Never noticed any blood or 


mucus in stool until present attack. There is no|. 


history of previous operation or constitutional dis- 
ease. 

Physical Examination—Patient is a well-nourished 
and well-developed woman of 68 years—appears much 
younger. She presents signs of being quite sick and 
every few moments grimaces with acute abdominal 
pain and occasionally vomits what appears to be 
fecal matter. Eyes clear. Tongue covered by brown- 
ish material, with foul odor to breath. Heart and 
lungs normal. Abdomen distended, but not rigid or 
tender. An indefinite mass is palpated in left lower 
quadrant, which is symmetrical and not tender. 
Tympanitic percussion especially in upper abdomen. 
Temperature 100, pulse 90. Blood pressure 100 over 
60. Blood count — Haemoglobin, 72%; W. B. C., 
11,000; Polys., 74%. 

Provisional Diagnosis — Incomplete intestinal ob- 
struction. The immediate treatment consisted in 
high compound enema, which was expelled spontane- 
ously with considerable mucus and flatus, and afford- 
ed great relief. Subcutaneous saline (1000 c.c.) giv- 
en. The period of rest continued for six hours, when 
fecal vomiting recurred, followed by return of most 
intense pain. Enema was repeated and brought out 
mucus and blood but no feces. Tumor could now be 
demonstrated as well as visible peristalsis. Diagno- 
sis — Intussusception. Saline by hyperdermoclysis 
1000 ¢.c. given and immediate operation performed. 

Through a straight incision between umbilicus and 
symphysis a large, freely movable tumor was deliv- 
ered. The bologna-shaped mass was found to be an 
intussusception of jejunum into upper ileum, meas- 
uring about 16 inches long, and 7 or 8 inches in 
circumference. The intestine above and below the 
macs was markedly edematous and hypertrophied. 
At the root of the mesentery of the mass a definite 
venous thrombus was demonstrated, yet the color 
of the intussuscipiens was good. Reduction was 
foul impracticable and complete resection was done, 
foll,wed by a suture end-to-end anastomosis. Soiling 
of the peritoneum was avoided, principally because 
the excision and anastomosis were done outside the 
ab/ominal cavity. A noteworthy fact was the entire 
ab=-nce of free. fluid in the abdominal cavity, yet the 
ob:'ruction was almost complete. The abdomen was 
without drainage. 

Pthological Report — Macroscopic Examination: 


The specimen, measuring about 250 mm. by 40 mm., 
consists of an invaginated intestinal loop. On longi- 
tudinal section three free intestinal layers without 
adhesions are found. The intussuscipiens presents 
two small ulcers measuring about 8 mm. in diame- 
ter. The intussusceptum is decidedly hemorrhagic, 
edematous and undergoes necrosis. The neck of the 
intussusception is markedly contracted. 


Intussusception, small bowel. 


Female, 69. 
(St. Vincent's, 3178-22.) 


Recovery. 


Microscopic Examination: Intussuscipiens. Shows 
an ulcerated mucosa somewhat edematous and mod- 
erately infiltrated with small round cells. Intussus- 
ceptum. Shows an inflamed mucosa presenting a 
decided infiltration of lymphoid elements, a large 
amount of extravasated blood and a large amount 
of hemosiderin. Wide necrotic areas are seen. The 
blood vessels are medium size, show a moderate 
hyperplasia of the intima. 

Diagnosis—Intussusception with simple ulceration 
of the intussuscipiens and necrosis of the intussus- 
ceptum. No evidence of malignant process or spe- 
cific inflammatory reaction could be found. 

The postoperative course was very satisfactory. 
Replacement of body fluids by repeated hyperdermo- 
clysis was administered with highly beneficial effects. 
No vomiting occurred after operation. The operative 
wound healed per primam. She was out of bed on 
the fourteenth day and bowels moved naturally from 
the fourth day on. She remained in the hospital 
for a period of six weeks because of an out-of-town 
residence. Date of discharge, September 12, 1922. 
Follow-up notes show that patient was seen Febru- 
ary 26, 1924, when she reported that there has never 
been a recurrence of pain or constipation, and that 
she enjoys excellent general health. ed 40 
pounds since operation. 


The favorable outcome in this aged patient 
is especially gratifying in view of the fact that 
the mortality of intussusception is ‘still consid- 
erable, affecting one-third to one-half of the 
cases, although, of course, higher in acute than 
in chronic cases. The majority of deaths are 
not the result of diffuse peritonitis, but are usu- 
ally due to purely toxemic causes, as the result 
of absorption of enterotoxins, or septic throm- 
bosis. 
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ANALYSIS OF 1000 CONSECUTIVE OBSTETRICAL CASES 
BY CHARLES J. KICKHAM, M. D., F. A. C. 8. 


Senior Visiting Obstetrician, St. 


By analyzing a large group of obstetrical cases 
some important points are brought out and this 
study of eases from St. Elizabeth’s Hospital was 
undertaken with the desire to see where our 
clinie stood in the various phases of obstetrics 
and published with the hope of adding some mite 
to the knowledge of the subject. Before com- 
paring one statistical report with that from an- 
other institution the general nature of the hos- 
pital should be outlined, for that may have much 
to do with the results achieved. In St. Elizabeth’s 
we accept maternity cases at any stage of pre- 
natal or post-partum period, that comes in or are 
sent in, regardless of previous ¢are or morbidity. 
While we have a prenatal clinie it takes care of 
a small proportion of our House cases and many 
of the private eases were cases referred to vari- 
ous members of the staff, after consultation with 
private physicians, because of some abnormality. 

These1000 cnsecutive cases represents a lit- 
tle over one calendar year’s work and as said 
above are consecutive cases as they appear in the 
files, regardless of private or house service eases. 
To obviate the human error in recording analy- 
sis 750 cases were read and analyzed by the 
writer personally and the remainder by his as- 
sistant, Dr. Charles D. Smith. 


CHART 1 


Snows Gravipa AND Proportion oF Sexes: 1003 chil- 


dren were born to 999 mothers; 4 pairs of twins. 
515 
224 


Para 6 16 


Para 
Males 
Females 


527 
476 


Elizabeth’s Hospital, Boston 


CHART 2 
Snows or Position 
O-L-A 867 Breech 34 Prolapsed Cord 2 
O-D-A 60 Hand 1 Placenta Previa 3 
O-D-P 22 Footling 3 
O-L-P 3 Transverse 2 
CHART 3 


Snows Types oF OPERATION, and in explanation of 
this chart the cases are divided as to house or 
private cases. The vast majority of our cases at 
the hospital are “house” cases and it will be noted 
that very few forceps were used; while almost all 
the private cases had some type of operative ter- 


mination of labor, usually the prophylactic low 
forceps. 


High Forceps: 
House cases 4 Private cases 24 


Mid Forceps: 


House cases 15 Private cases 654 
Low Forceps: 
House cases 49 Private cases 140 
Total forceps: 
House 68 P Private 218 
Version 12 Bags in conjunc- 
Caesarean tion with forceps 3 


15 
Manual dilatation in conjunction with either 
version or forceps 


Other diagnosis showed 10 cases of toxemia of pr« — 
nancy, of whom 8 were discharged well and 2 dic : 
7 living babies were discharged well; 3 babies dix’ 
1 was stillborn, 1 died on the third day and 1 on the ” 
fourth day post-eclamptic and apparently as a direc: 
result of the maternal toxemia. One case of heme - 
rhage of new-born was controlled by injections 0* 
human serum. One mother was admitted 6 hour: 
post-partum with baby and one mother was discharze'! 
not in labor. 
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CHART 4 


>) ws Morstprty. In ascribing morbidity no two 
nies take the same criterion and this is impor- 
ut in comparative statistics, for one report will 
‘se a temperature of 100.5 for two days or more 
a basis, while another may use 101.5. For this 
' per the writer took a stricter basis than is usual, 
_iiling every case one of morbidity which had a 
mperature of 99.8 for 36 hours or more. Actual 
‘cunt shows that 44 cases under this heading of 
‘corbidity had a temperature of this degree less 
than 72 hours. Thirty-two cases showing morbidi- 
‘y were in the hospital longer than 13 days, which 
is our usual day of discharge; the longest being 
‘7 days and the average of these 32 cases being 
21 days. Of cases recorded under this heading the 
average number of days which fever lasted was 
4.18 days. The first 13 days after entrance has 
been divided into periods to show on the chart 
the period when temperature started; those classed 
as irregular were cases where it was impossible 
to assign them to any particular period. Also the 
chart shows the various types of operation which 
showed temperatures and some of the diagnosis 
made as to causation of temperature. Those which 
are not classified under definite diagnostic head- 
ings were of short duration and where diagnosis 
was in doubt and could only be classified as mild 
sapremias. 


lst to 3rd day 12 cases Forceps 40 cases 
th * Caesarean 7 “ 
6th to 8th “ 12 Breech 


12th to 14th “ 9 


Irregular 23 * 

Breast Abscess 5 cases Follicular 

Breast Congestion Tonsillitis 3 cases 
(without ab- Vincent’s Angina 1 case 
scess) .: = Acute Pyelitis 2 cases 

Bronchitis Abscessed Tooth 1 case 

Acute Coryza 1 case Phiebitis 

Influenza 5 * Acute Salpingitis 3 cases 

Lobar Septicemia (2 of 
Pneumonia ..* these entered 

Pulmonary hospital septic) 3 cases 
Tuberculosis 1 “  ##$Ruptured Bladder 1 case 

CHART 5 


Suows Inrant Morrauitry. All babies who died at 
any time while in hospital are recorded under this 
chart. There were 55 infant deaths or stillborns, 
one being a set of twins, or a baby mortality of 
5.5%. Causes of death are shown in chart. 


Stillborn Normal Delivery. 
mature 
Premature Br 
Placenta Previa 
” Detached Placenta 
Breech Delivery 
Forceps Delivery... 
Monstrosities 
Sp oa Bifida 
crated Foetus 
Po ‘-Eclamptic 
Ce -bral Hemorrhage 
Ce vieal Cellulitis Acute 
Bern before entrance, died 6 hours later... 
Tv .s, one died 2nd day and other on 15th day... 
ped whom no adequate cause of death was 
‘ und on record 


M.erNaL Morranity is recorded in Chart 6, with a 
svlef history of each. There were 5 maternal 
ceaths, or mortality of one-half of one per cent. 


CHART 6 


Mrs. A.—Admitted as impending eclamptic, with 
B. P. 160/105; albuminuria; slight aaa ot face; 
marked disturbance of vision; severe frontal head- 
ache. Given intensive medical treatment for condi- 
tion without relief of symptoms. Eye examination 
by ophthalmologist showed much destruction of reti- 
na. On second day after entrance symptoms 
rapidly worse and B. P. went to 190/150 in three 
hours; decided on Caesarean to deliver baby, which 
was done; two hours after operation patient took 
convulsions and died, 


No. 5727—Para VIII. Entered hospital in labor; 
delivered of monstrosity. On 5th day developed 
phlebitis of left leg, which was treated by elevation, 
ice bags and rest; on 15th day post-partum, while 
in bed, patient suddenly became cyanotic and died. 
Cause of death, embolus from site of phlebitis. 


No, 4009—Entered hospital with impending eclamp- 
sia. Albuminuria, headaches, eye disturbance; pain 
in gastric region; B. P. 185/125; marked edema of 
face and hands. After consultation with family de- 
cided to do Caesarean. Caesarean done, classical 
type, without difficulty and with living baby. Mother 
died on 5th day of septicemia. 


No. 6305—Para 1V. Entered hospital after treat- 
ment at home for three weeks with diagnosis of 
placenta previa. Examination at entrance showed 
patient in poor condition; pulse, 140; temperature, 
101.5; packing in vagina and cervix. After stimulat- 
ing patient and removing packing, patient delivered 
by obstetrician on duty. Patient ran continuous 
septic temperature and blood culture showed hemo- 
lytic streptococcus. Patient died on 30th day post- 
partum, 


No. 5728—Entered hospital in labor and examined 
by house surgeon, who found nothing abnormal in 
general physical condition. Patient in second stage 
of labor with fair pains and making good progress, 
when it was noticed that she became cyanotic and 
dyspneic. Stimulation given and examination showed 
heart sounds weak and irregular and “distant.” Vis- 
iting obstetrician on duty sent for and while he was 
delivering patient she suddenly became pulseless and 
died. Diagnosis: Acute cardiac dilatation. 


In the above report no comparison has been 
made with the reports from other hospitals or 
from vital statistics, because such reports show 
such varied results; that comparative reports 
from hospitals in this State would be of value is 
the writer’s opinion, becatse then the results 
would be from patients in about the same 
economic and living conditions and from hos- 
pitals keeping about the same standard of prac- 
tice. Our mortality of 5 cases in 1000, or one 
half of one per cent, is low but not low enough. 
While the general mortality in the community 
in Obstetrics is much higher the writer feels 
that by constantly drilling on the subject and 
impressing on the patient and physician the 
necessity of constant care during the entire 
obstetrical period we will gradually lower both 
morbidity and mortality to an ideal state. 


Statistics show that the yearly per capita ex- 

penses of coffins in this country is 65 cents but 
health service costs only 11 cents. 
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SHOULDER PAIN AS AN INDICATION OF RUPTURED ECTOPIC 
PREGNANCY®* 


BY ANTHONY CORVESE, M. D., PROVIDENCE, R. I. 


The yea! 
tion 1n severe! medieal periodicals of articles re- 
loting ‘co phrenie shoulder pain as a symptom 
pathelome eonditions in the abdomen, and 
fhe «tention of the medieal profession has been 
J» st toward this as a recent discovery in 
dices sic technique. Actually, however, the 
iow edge of the value of shoulder pain as a 
(ioenostic indieation has been available for some 
tine. a lueid explanation of the mechanism by 
which the pain is produced having been made 
as far back as 1890, when John Ferguson' point- 
ed ont that ‘‘the phrenie being a sensory nerve, 
it becomes apparent at once that irritation of 
th s nerve would be capable of irritating the cer- 
vical nerves from which it springs, and thus we 
would find pain in the back of the neck and on 
the apex of the shoulder. In 1911 Leonard J. 
Kidd? made a detailed study of phrenic shoul- 
der pain in the course of an examination of the 
sensory functions of the phrenic nerve, and 
three years later an account of the clinical man- 
ifestations was given by Oehlcker’. 

A few days before Rubin’ published his ar- 
ticle, I had operated upon a woman with a rup- 
tured ectopic pregnancy in which the shoulder 
and neck pain was so marked before the oper- 
ation that it gave rise to considerable discus- 
sion as to its cause and also as to whether the 
patient was suffering with gall bladder disturb- 
ance. The sudden disappearance of the pain 
following operation stimulated me to an inves- 
tigation. None of the books on Gynecology 
mention this symptom, the only mention I was 
able to find in American literature being in a 
book by Behan‘ on ‘‘Pain,’’ published in 1914. 
Behan, in his article on ‘‘Extrauterine Preg- 
nancy,’’ says that ‘‘in some eases the pain is 
referred to the shoulder. In these cases it is 
possible that the blood may extend as high as the 
diaphragm and so irritate it; the irritation, in 
turn, is transmitted through the phrenic to the 
supraacromial nerve, and so causes pain to be 
referred to the shoulder.’’ 

Inspired by Oehleker’s investigations—when 
the end of the war period again permitted study 
of those medical problems which pertain to in- 
creasing the population instead of exterminat- 
ing it—Hans Dawes’ investigated the relation 
between shoulder pain and the occurrence of 
rupture of ectopic gestation, and published his 
observations in September, 1922. Almost simul- 
taneously Zachary Cope in London* contributed 
a clinical study of phrenic shoulder pain, where- 
in, among a number of other conditions produc- 
ing this symptom, he makes special mention of 
extrauterine pregnancy. ‘‘Sudden hypogas- 


fore the staff meeting of the Providence City Hospi- 


be 
tal, »ril 16, 1924, 


cust passed has seen the publica- 


trie pain associated with symptoms of collapse 
and accompanied by shoulder pain in an adult 
woman should make one think of ectopic gesta- 
tion. If the pain is felt over both clavicles or 
over the right clavicle, the diagnosis of ruptured 
ectopic pregnancy is almost certain.’’ 

A similar study of this pain was made by Orr’ 
and published in May of last year, but in this no 
especial emphasis is laid upon ruptured ectopic 
pregnancy as the causal factor. Before Orr’s 
publication, however, one appeared in Germany 
antedating it-by two months, where, among the 
symptoms of tubal rupture which the author 
had found most unfailing, phrenic shoulder 
pain was conspicuously mentioned*. Herzfeld, 
the author of this article, makes careful refer- 
ence to those who had preceded him in the inves- 
tigation of the relation between phrenic shoulder 
pain and ruptured ectopic gestation, but in this 
respect he is not imitated by Rubin, who, a few 
weeks later®, made public in this country what 
he leaves us to assume are entirely independent 
and original observations upon the subject. » 

At the same time that Herzfeld in Germany 
and Rubin in New York were making use of 
this diagnostic evidence in their respective clin- 
ies, Cederberg®, at Wiborg in Sweden, was doing 
the same thing, acknowledging his indebtedness 
to Oehlecker and the others, for first inspiring 
him to make use of it. 

It is thus evident that, though the general 
knowledge of the importance of this relationship 
is not so generally recognized as it should be, it 
is absurd for any one at the present day to put 
it forth as a new and original idea. 

Phrenie shoulder pain may be defined as a 
painful sensation experienced on the top of the 
shoulder in consequence of an irritation of the 
terminations of the phrenic nerve. ‘The re- 
ferred pain caused by such irritation is felt over 
the area of skin supplied by the same spinal seg- 
ments which give origin to the phrenic nerve. 
In general, it is felt throughout the areas sup- 
plied by the descending cutaneous branches of 
the third and fourth cervical nerves®. Though 
there still exists some difference of opinion as to 
the distribution of the phrenic nerve, it is fairly 
well established that the nerve supplies sensory 
branches to both the pleural and the peritonea! 
surfaces of the diaphragm except at the rim, 
where both surfaces to some extent receive sen- 
sation from the sixth to the twelfth intercostal 
nrves’. As the central portion of the diaph- 


ragm is innervated by the phrenic nerve, irri- 
tation of this portion will cause pain in the 
neck and shoulder on the corresponding side. 
Thus we see that pain in the shoulder region 
associated with rupture of an _ extra-uterine 
pregnancy can be caused only by a flow of blood 
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to the subdiaphragmatic region. In general the 
pain will be felt in the shoulder corresponding 
to the side on which the rupture has occurred, 
but if the hemorrhage be very profuse it may 
spread to such an extent as to produce bilateral 
pain. Cedarberg observed that the pain oc- 
curred in paroxysms of extreme severity and 
that it was aggravated by deep respiration. The 
majority of his patients referred the pain to the 
right side alone, but in at least one it was strict- 
ly limited to the left side, and in several both 
sides were affected, with occasional radiation 
down the arms. The right shoulder was pain- 
ful in one case where the left tube was ruptured, 
which offers evidence against the theory that the 
location of the rupture can be deduced from 
that of the shoulder pain. Dewes also made 
similar observations. 

My own experience with this diagnostic indi- 
cation is limited to one personal case, and two 
occurring in the practice of my colleagues. As 
the first time I encountered the shoulder pain I 
was unacquainted with the investigations which 
had been made in Germany and England con- 
cerning it, I was greatly puzzled to determine 
what relation, if any, existed between the ab- 
dominal condition and the intense pain in the 
shoulder of which my patient complained. 

Even when the examiner is on the alert to 
make use of the diagnostic aid offered him by 
the phrenic shoulder pain, he may experience 
some difficulty in differential diagnosis. The 
shock and collapse—the indications of sudden 
internal hemorrhage which frequently follow 
_ rupture of an ectopic pregnancy—are not often 
seen in other abdominal conditions which cause 
irritation to the diaphragm. When there has 
been perforation of a duodenal or pyloric ulcer 
the pain is usually felt in the right supraspin- 
ous fossa or over the right acromian process; less 
commonly the patient will locate it above the 
right clavicle. Rupture of an infected gall blad- 
der may produce the pain, but as a general rule 
in gall bladder conditions the pain will be re- 
ferred to the right supraspinous fossa, or, occa- 
sionally, to the acromiodeltoid region*. Cope. 
however, states that if ‘‘the question is put as 
a routine’’ to all patients complaining of pain 
in the shoulder who are suspected of being cases 
of ruptured ectopic gestation, ‘‘it will be found 
occasionally that pain is complained of in the 
su}praspinous fossa and over the acromioclavicu- 
lar joint and deltoid.’’ It is evident that the 
dis enostie value of this pain is largely dependent 
upon the elinician’s ability to correlate it with 
me = indications found in the abdomen and 


‘ \SE 1, Severe pain in the right side of the neck. 
sh ulder and scapular region. Ruptured right-sided 
tu’! pregnancy, with much blood free in the abdomen 
~many clots in the pelvis. 


'. §., 36, married ten years and the mother of 
fo. children, the youngest being three years old. 
Th re have been three abortions, the last on Decem- 
be: 12, 1922, which took place at the sixth month of 


gestation. Menstruation has always been regular, 
the last period being on February 13, 1923. Up to 
the present illness the general health has 
While running on the evening of April 11 she was 
seized with a violent pain in the right lower abdomi- 
nal quadrant, followed by slight faintness. She re- 
covered in about three hours, and the next morning 
—except for some soreness in the abdomen—was in 
her usual state of health and able to attend to her 
household duties. On the following day, however, 
there was a second attack of pain in the right lower 
abdomen, more severe than the first and quickly 
radiating all over the lower abdomen, accompanied 
by pallor, vomiting and collapse. An hour after the 
initial attack she began to complain of stabbing, 
spasmodic pain on the right side of the neck, radi- 
ating to the right shoulder and scapular region, as 
well as some discomfort in the right hypochondrium. 
When seen an hour and a half after the attack began 
she was lying in the right lateral position, appar- 
ently in great agony, the pain being aggravated by 
the slightest movement. She was more distressed 
by the neck and shoulder pain than by that in the 
lower abdomen. 
Examination: Temperature 98°, pulse 84. Moder- 
ate abdominal distention and general tenderness, es- 
pecially in the right hypochondrium. No bleeding 
revealed by vaginal examination, but manipulation 
of the cervix occasioned intense pain, so much so 
that vaginal examination could not be satisfactorily 
carried out. It was established, however, by exami- 
nation under ether anesthesia, that the uterus was 
not enlarged and no mass was palpable in the sides. 
In view of the probability of a ruptured extra- 
uterine pregnancy immediate operation was advised, 
but this the patient refused at first; later, however, 
when by 7 P. M. her condition had become markedly 
worse, consenting. The temperature was now 100° 
and the pulse 120, with a leukocyte count of 15,000. 
Laparotomy disclosed a ruptured ectopic gestation 
of the right tube, with a large amount of blood free 
in the general peritoneal cavity. The left tube and 
ovary were normal. 
After the evacuation of the blood there was no 
more complaint of shoulder pain, and the patient was. 
able to leave the hospital on the thirteenth day. 


Case 2. Bilateral shoulder pains, pain in left chest. 
Findings: Ruptured tubal pregnancy on right side, 
moderate amount of free blood and soft clots in pel- 
vis, cyst of left ovary. 

P. M., 27, married, two children, the youngest be- 
ing three years old. Premature birth at seven and 
one-half months two years ago; abortion at two and 
one-half months one year ago. Menstruation began 
at 14 and has always been regular and normal. The 
last regular period began February 8, 1923, flowed 
five days and stopped, and flowed again from the 
17th to the 19th. No intermenstrual pain. On March 
9, 1923, at 6.30 P. M., was seized with severe sudden 
pain in rectum and extending up into abdomen. The 
pain subsided enough so that she was able to go out 
that evening. At 10.30 P. M. the pain increased and 
she began having pain in the left side of the chest 
and severe pain in both shoulders. During the night 
she was given one-fourth grain of morphine sulphate 
hypodermically. She was seen at 10.30 A. M. the 
following day by Dr. I. H. Noyes, with the following 
notes: 

Pulse 130, small; temperature 97.2°. Looks pale. 
Abdomen slightly distended, tender and spastic in 
lower portion. . 

Pelvic: Extreme tenderness on vaginal examina- 
tion, sense of mass in cul-de-sac and both sides. 
White blood — Rivne hemoglobin, 75 per cent.; 

blood count, 3,000,000. 
pg was immediately sent to the Jane Brown Me- 
morial Hospital for operation. At the laparot 


a moderate amount of free blood (one quart) and 
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soft clots in the pelvis, ruptured tubal pregnancy 
and cystic left ovary were found. Following opera- 
tion the shoulder pain disappeared. 


Case 3. Right-sided shoulder pain. Findings: 
Large amount of blood in peritoneal cavity. 


E. M., married, aged 32. Mother of three children. 
the youngest two and a half years old. 

When seen by Dr. McCann on July 27, 1923, at 
1 P. M., she gave a history of regular menstruation 
for the past year. In June she had flowed profusely 
for two days, although the usual length of her period 
is four days; in July the period had failed to appear 
and was then two weeks overdue. Five days before 
she had experienced some pain in the lower abdomen, 
a little to the left of the mid-line. This pain had 
subsided and she had felt well until 8 A. M. of the 
day when she was first seen, being at this time seized 
with a very severe pain in the lower left abdominal 
quadrant, causing collapse. Eight hours later very 
severe pain began in the right shoulder, being of 
such intensity as to mask all the other symptoms. 
Vaginal examination, except for tenderness in the 
uterus, was entirely negative, and there was no vagi- 
nal hemorrhage or other flow, so that the diagnosis 
was obscure. 

Laparotomy was performed at 9 that evening, and 
the abdomen was found to be full of blood, which 


normal it was thought that the h gy gy 
to a ruptured Graafian follicle = the left ov 
Following operation the shoulder pain subsiéed, 


I wish to express thanks to Dr. I. H. Noyes 
for Case 2 and to Dr. J. H. McCann for Case 3. 


243 Broadway. 
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had induced the referred shoulder pain by irritation] acute pain 
of the diaphragm. As both tubes were apparently April 14, 1923. 


CONVALESCENCE VII: HOUSES OF REST IN RUSSIA 
BY JOHN BRYANT, M. D., BOSTON 


I. INTRODUCTION 


A comprehensive review of the available lit- 


inal flavor persists sufficiently unmodified to 


erature on Convalescence had led the writer to| leave the reader in no doubt that in both of these 


conclude that it was and is the French who have 
most consistently emphasized the necessity for 
giving adequate consideration to the mental as- 
pects of convalescence. 

It was therefore a distinct even if unwar- 
ranted surprise, to receive in January, 1923, 
through Dr. Frederic Brush and Dr. Haven 
Emerson, two reports upon ‘‘ Houses of Rest,’’ 
from the AMERICAN MEDICAL AID FOK 
RUSSIA, and it is with full acknowledgment of 
their source that these two reports are included 
in the present series of papers on Convalescence. 

The first of these reports, entitled ‘‘ Principles 
of Organization of the Regimen at the Houses of 
Rest,’’ is by Madame Rykov, wife of him, who 
bearing the formidable titles of President of the 
Union Council of People’s Commissaries and 
chairman of the Russian Socialist Federal Soviet 
Republican Cabinet, is said today to be the main- 
stay of the Bolshevik regime. 

The second paper, entitled ‘‘Report of Col. 
legium of the City Health Department at the 
Presidium of the Moscow Soviet on Houses of 
Rest,’’ is apparently a routine committee report 


Both papers have suffered somewhat in trans- 


Russian papers, the problem of Convalescence i» 
viewed from an altruistic angle which, if sensed, 
is too rarely voiced in English. 

Out of turbulent Russia has come a logical 
conception of the extent to which, during rou- 
tine convalescence, the outlook of even the hum- 
blest of daily workers may be influenced for 
good by an intelligent and practical application 
of known principles of mental occupation, an 
application wich may well be expected to lead to 
an awakening of the cultural and spiritual 
values dormant within the average individual 
worker. Furthermore, it is of importance to 
realize that such a mental awakening of the pa- 
tient may be initiated within the normal limits 
of that unavoidable period of convalescence 
which to so many recovering patients has come 
to mean merely a series of days of enforced and 
chafing idleness, interposed by the physician be 
tween the termination of the obvious stage 0° 
acute illness, and the day of final discharge « 
the patient from medical supervision. 

In a word, it is possible to cause the averag 
patient to gain something of permanent valu: 
both from the mental and from the economic 


lation, a fact which seemed to obligate the writer | points of view, during what otherwise is a perio | 


to make a few minor alterations in the context. 
in the interest of clearer and more idiomatic 
English. It is believed, however, that the orig- 


of total loss of earning power. It is a demon 
strable fact that a patient will remain con- 
tentedly under observation throughout a reason- 


4 Behan: Pain, p. 746. 
5 Dewes, Hans: Ueber den Schulterschmerz als Symptom des 
autzeren Fruchtkapselaufbruches. (Shoulder pain as a 
symptom of ruptured ectopic pregnancy.) Zentr. f. Gy- 
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able convalescence, if such a patient comes to 
beieve that, while otherwise incapacitated 

hospital, he is actually gaining mentally some 
th ug that will better fit him to command for 
hiaself and for his family, advancement, suc- 
cess, and satisfaction in life, when at last he 


shadow not only of the environment but also 


necessary not only to change environment 
(which is accomplished by going to the House 
of Rest), not only to stop the oppressive monoto- 
nous work, but to give a new direction to the 


plunges again into the maelstrom which whirls| mind. 


ever faster without the protecting hospital 
portals. 

A bit Utopian? Perhaps, but since when is i! 
become a crime to hitch one’s wagon to a star? 
Low aim is crime. In medicine, low aim breeds 
the human leeches who fatten upon and bleed 
the patient whom the physician by chance has 
saved from death, yet has failed to guide past 
serious illness through superve convales- 
cence into a completed recovery which will ex- 
press itself not only in renewed economic in 
dependence, but in a surplus measure of 
physical vigor and mental joy in living unattain- 
able without full restoration of mental and 
physical health. 

‘*To the physician belongs the period of con. 
valescence no less than the period of acute dis- 
ease.”’ (Vidard-Dupin, 1844.) 

‘*Convalescence is as much a state of mind a: 
of body.’’ (Cleveland Hospital and Health 
Survey, 1920.) 

‘‘The reason why so many invalids remain 
such, or so many convalescents become invalids, 
is because the medical adviser fails to complete 
his work, to appreciate the full significance of 
his duties, to apply his abilities to the perfecting 
of his measures—in short to fill in the niche he 
had modeled for himself.’’ (Taylor, 1905.) 


II. PRINCIPLES OF ORGANIZATION OF THE ReEcI- 
MEN AT THE Houses or Rest 


The fundamental problem is the . accumula 
tion of new working energy, and the refreshing 
of the organism in general, the nervous system 
in particular, by a hygienic regimen reinforced 
by nutrition and, what is of course quite essen- 
tial, new impressions. The most oppressive fac- 
tor for the nervous system is monotony, and the 
most refreshing is novelty and variety. Ii 
would not be exaggeration to say that four 
hours of monotonous work is more wearing on 
the nervous system than eight hours of varied 
work. The majority of workers are occupied in 
monotonous, mechanical and often stupefying 

work, and the House of Rest should, on the con- 
_ trary, refresh the organism by new experiences 

of .n opposite character. Of course, it cannot 
be considered good to have a kaleidoscopic 
diversity and change of impressions, or of dis- 
tractions; such change, in turn, is wearing, and 
therefore harmful. 

iiest and refreshment of the mind are best 
ob'ained as follows: if the laborer’s whole life 
be spent amidst heavy sharp questions of daily 

‘re, giving rise to irritating and provoking re- 
active effort of the nervous system, as a general 


In this connection, it is extremely important 
that this rest should not be a passive ti 
ing. The rest must be made active; the per- 
son’s active attention must receive a proper sup- 
ply of new, fresh, interesting material for 
internal consideration, and all this material 
must result in some sort of raising of the per- 
son’s culture. 

cannot assimilation 

e resting person of some ite program. 
must not confine ourselves to ntrodsing 
hygienic rules or habits. 
month of rest should find the worker in- 
to the next month with a higher intellectual 4 
mosphere; and the entire internal organization 
of the House of Rest should be adapted to this. 

The problem outlined is solved by sufficiently 
simple means. The Houses of Rest are outside 
the cities and, by themselves, constitute a very 
rich material for the resting person’s active at- 
tention, if that attention be ably concentrated. 
For the majority of city workers, a ommney 
strange life of nature surrounding the House of 
Rest will open an inexhaustible spring. 

The first object before the eyes is a tree, whole 
or cut, which the passive look will pass by. 
Stop the person’s attention for a half-hour’s 
inspection, let him read in the concentric cir- 
cles of the tree’s section, its age, explain its 
biography, its relation to the sun, to the wind, 
to the soil, its life in day-time, its work at night- 
time, its means of nutrition, ete., and you will 
fill the mind and attention of the patient for 
many hours with excellent material, ref 
and remembered for a long time. Prepare for 
this the primitive material, a few booklets, a 
section of a tree, etc., and you will have every- 
thing necessary. The grass around the house, 
its purpose, history, utility, its role for insects, 
ete., is rich material for analysis for the phe- 
nomena of nature (anabiosis). Again, take the 
sky over the earth, and you will give dozens of 
wonderful evenings of rest to those living there: 
on any wide field make a diagram of the stars 
in the sky, indicating the points of the compass, 
and locate the Pole Star, the Great Bear, Venus, 
ete. Do this in the same way as in botany—by 
planting them there—and thus you will get won- 
derful cultural value, since up to complete un- 
covering of its contents, everything is done with- 
out special difficulty; here, two or three 
booklets will be needed. And even in the very 
preparation of the work of the star-map piece of 
land, the resting persons themselves will per- 
sistently set to work. 

No less strange to the working masses is 
esthetics. Here, too, at the Houses of Rest is the . 
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time to awaken their active = 
over from passive reception 
cethetie experience, to bring closer to the field of 
consciousness the unconsciously arising emo- 
tions of music, painting, and sculpture. Ask a 
janist to do the ‘‘Ballad of Grieg,’’ or else 
assershy, and announce to the audience only 
the title and author. And, after the presenta- 
tion, ask each one separately what in his opin- 
jon was in the author’s mind when he composed 
the piece. Remember these answers and ask 
the pianist to repeat the performance. Whether 
the audience is or is not able to understand it as 
you and I makes no difference, but it is impor- 
tant that they should pay active attention to the 
piece, and try to read something into it; that 
means that you have set them on the road to 
learning the meaning of sounds, that you have 
led them into the world of musical analysis. 
And, of course, this is a definite and correct way 
to the musical training of the masses. If you 
further give historical information on this or 
that thing in music, or if simply the pianist 
shows or tells the audience that the Ballad of 
Grieg to him personally illustrates this or that 
heroic theme, then the attention is fixed, the 
hearer is given healthy and interesting food for 
thought, and the goal is reached. 

The same way with a number of other things, 
more or less simple. Place on the table an al- 
bum of Lavitan, or Michael Angelo, or views 
of Naples, Rome, ete. and let there be 
with that album or hanging on the wall copies 
of Gollandetz, and let some thoughtful person 
from those who are resting there, or some one 
of us who has been in Italy or France, come 
forth; then there is already a special practical 
artistic conversation, which is new food for the 
intellect. There is no need to take up too much 
time with this, but all this material will be of 
service, and passive wandering in rooms and al 
leys should, at the Houses of Rest, become a 
thing of the past, thus giving to physical labor 
an intellectual atmosphere: concerted life of 
nature, its chemistry, physics, biology, on live 
material, esthetics, hygiene, history (of a given 
place), concrete, living, ete. 

For people whose work is intellectual or in 
offices, there should, on the contrary, be physical 
activity, especially physical work in the gar 
den, in the fields, ete., where the intellectual 
can strengthen his weak muscles through prac- 
tical exercise. Such are the principles which 
open up a wide prospect of development. 

There should be at the, disposal of the Houses 
of Rest certain prepared themes,—on the knowl- 
edge of nature, esthetics, history, ete. In a 
word, there should be available the material for 
live practical work in these directions, and liv- 
ing specialists should be systematically made 
use of as intellectuals to add to the cultural re- 
sources of the House. 


III. REPORT OF THE COLLEGIUM OF THE CITY 
HEALTH DEPARTMENT AT THE PRESIDIUM OF THE 
MOSCOW SOVIET ON HOUSES OF REST 


1. The Health Department, for purposes of 
the health of the population of Moscow, has 
founded a number of health sanitariums for 
sick people. But, in addition to patients with 
a definite defect in their organisms, an immense 
number of laborers need to improve their health 
by means of rest, change of environment, im- 
proved diet, being in the fresh air, etc. There- 
fore, under the auspices of a department whose 
primary problem is preserving the laborers’ 
health, there should be founded institutions 
which satisfy the above mentioned demands. 
Such institutions are the Houses of Rest. 


2. According to the Labor Code, every labor- 
er has the right to a two-weeks’ vacation. In 
order that, in those two weeks, the worker 
should not merely rest, but also improve his 
health, in order that in these two weeks he may 
be set up in such conditions as that rest would 
indicate to him, in such surroundings as a cor- 
rect healthy life should run to avoid sickness, in 
order that the laborer be shown the correct ar- 
rangement of the day, in order for him to get 
hygienic habits, and information on physical 
culture, and steps toward externai beauty and 
mental culture, in order to awaken in him an in- 
terest for knowledge and to give him varied but 
not tiresome distractions and occupations, there 
is another link in the chain of measures for 
health preservation ; the Houses of Rest. 

3. The basic problem of the Houses of Rest 
shall be the improvement of the health of the 
laborers; and, on the other hand, no less impor- 
tant, the use of their spare time for the purpose 
of raising their culture level. As to the former, 
insofar as the purpose of the Houses of. Rest is 
the establishment and improvement of the 
workers’ health, it is necessary to establish for 
the Houses of Rest a suitable system of under- 
takings and activities for the weakened human 
organism. 

This system should, first of all, include: exter- 
nal conditions of life under which a resting 
person can be set up; i. e., his dwelling, diet, 
the arrangement of his day, and, on the other 
hand, special measures which may be necessary 
for a strengthened metabolism, and improved 
blood circulation, and the establishing of a bal- 
ance between the energy received and the energy 
spent by the organism for the purpose of ac- 
cumulating that energy. 

4. The Houses of Rest should be located in 
the country, best of all in pine forests, or in 
their vicinity; if there are none, then in any 
healthful locality which is not swampy and 
therefore not infected with malaria. Such 
houses may be placed even in cities, on sites with 
gardens or parks; but it must be kept in view 
that, to rest a nervous system tired out with the 
monotony of working life, it is extremely im- 
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portant to have, even for a short time, the great- 
est possible change of scene and of all surround- 

ing circumstances, for which purpose, country 
places have a great advantage over anything 
else. The sites themselves, on which the Houses 
of Rest should be located, should particularly 
not be very large. It is not desirable to crowd 
into one place a great number of people who 
seek rest, from the standpoint of the wearing 
effect on the nervous system. Best of all it is, 
if cottages for 20-25 persons are concentrated 
into a comparatively small area, near a number 
of central institutions (club, reading-room, 
. kitchen, dining-room, etc.). The locations, 
from a hygienic point of view, should be such 
as to secure the healthy condition of those who 
rest there at any time of the year and in any 
weather. Room capacity, 
lighting; amount of free space for staying dur- 
ing the day in bad weather, etc., should be 
taken into account, in accordance with the re- 
quirements of scientific hygiene. 

Diet. In connection with the f 
the amount of calories should correspond to the 
standard adopted for sanitarium colonies. It 
is very important to pay attention to a sufficient 
variety of food and a sufficient amount of fresh 
(not salted or smoked) .products, vegetables, etc. 

MAINTENANCE OF CLEANLINESS of the place, 
the body, linen, and clothing of the people, 
should be the cornerstone of hygiene at the 
Houses of Rest, not only for immediate hygienic 
considerations for the two weeks; but as an aid 
to the formation of habits, such as conscious de- 
sire to transfer that cleanliness also into the 
conditions of ordinary life. Therefore the 
Houses of Rest should be supplied with all ac- 
commodations necessary for this purpose, from 
a disinfecting room and a central laundry, to 
every sort of small conveniences such as lava- 
tories, cuspidors, ete., and they should be as- 
sured water in quantities sufficient for all pur- 
poses. 

ARRANGEMENT OF LIFE should correspond with 
that at sanitarium colonies, from the standpoint 
of proper assimilation of food, and day and 
night rest; but at the same time ‘there should be 
a certain independence in the way of choice of 
occupation, and there should be time for various 


amusements, insofar as this does not interfere | 


with correct life at the Houses of Rest, since, 
for the purpose of resting the nervous 'system 
and decreasing its tension, it is necessary as far 
as possible to avéid arrangements of a barracks 
ch»racter. 

Another group of measures directed towards 
re-overy of health at Houses of Rest have a 
more special character: these relate to measures 
ai‘ing improvement of metabolism, establish- 
nent of normal blood circulation, ’palance in 
turnover of energy, ete. Of these undertak- 
invs, there can be two classes at the Houses of 
Rest: (a) hydropathic, such as douches, and, 
When possible, baths and bathing in open waters, 


with the dosing, temperature, and general meth- 
ods of taking, under the instruction of, and, as 
far as possible, individualized by a physician ; 
(b) gymnastics, which must be considered as 
most essential for such a short period as two 
weeks, and lessons in the art of ‘‘resting,’’ 
which has an immense significance for the 
health of the organism. 

Thirdly and finally, there should be assured 
at the Houses of Rest, special medical help, 
which can be organized by means of the con- 
struction of a central ponte. Brom (with a small 
ward of 5-10 beds for those groups of houses 
where there are no hospitals nearby and no op- 
portunity to transport patients), and a conta- 
gious ward of 2-3 beds; also, an apothecary. 
Persons who fall ill at the Houses of Rest should 
go to the hospital receiving station designated 
for such purpose, until they are sent to the hos- 
pital. There, the patients may be kept for sev- 
eral days, according to the character of their 
illness, especially if they are in need of hospital 
care, but yet are not suitable cases for care in 
the general hospital (pneumonia, influenza, 
ete.). The number of beds, of course, will de- 
pend upon the number of people accommodated 
at the House of Rest. Everyone entering the 
House of Rest must go through a medical ex- 
amination, both to separate any sick persons 
who may happen to have passed the Control 
point, and also for a certain individualization of 
the regimen, diet, and such special measures as 
hydropathy and gymnastics. 

Concerning the cultural and educational 
work, and for the purpose of raising political 
consciousness, it is necessary to form clubs with 
a definite staff of conscious and thoughtful lead- 
ers who would be able to deal with groups hav- 
ing varied mental development ; also, it is neces- 
sary to set up central circulating libraries, 
reading-rooms for general use, organizations for 
group readings with magic lantern, and oppor- 
tunities for lessons in reading and writing; for 
those who desire diversion, there should be avail- 
able the theatre, concerts, lectures, the organiza- 
tion of excursions, group exercises, and sports 
of all kinds (among other facilities, a gymna- 
sium and the necessary gymnastic apparatus). 

More detailed plans, both in the educational 
and physical culture fields, should be outlined 
and controlled by the organizations controlling 
physical culture education outside the schools. 

5. For the purposes of efficiency, economic 
administration, and medical inspection, the 
Houses of Rest should be arranged in groups of 
100-200 beds each and no more. Each group 
should have a club, a central library, its own in- 
structors on culture and educational work, phys- 
ical culture, its own medical inspection, ambula- 
tories with receiving stations and quarantines, 
baths and disinfecting rooms; but laundries 
should, insofar as possible, be built for not over 
100 persons. 

As locations for Houses of Rest, villa settle- 
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ments might be used, but only those with the 
larger cottages having accommodations for at 
least 20-25 people; also, monasteries located 
close together and not far from railroads (with 
their attached villas and settlements), might be 
adapted ; also, private estates in the vicinity of 
Moscow or of other cities, when surrounded by 
gardens, and if possible on the bank of a river. 
The settlements of the Houses of Rest should 
be completely separated from children’s colo- 
nies. In addition to the locations having to 
fulfill the present needs of sanitation and hy- 
giene, they should also have the character of 
beautiful and comfortable dwellings, thus de- 
veloping an esthetic feeling in the people rest- 
ing there. For this purpose, an artist-architect 
should be placed on the staff of the Section of 
Houses of Rest. (We reject the Petrograd sys- 
tem of building = bedrooms after the eee: 
of itals, in order to economize space. 

ee present conditions, we must restrict 
adaptations in the line of repair and reconstruc- 
tion of existing places. Nevertheless, we must 
immediately prepare and work out a special 
type for Houses of Rest (work for a sanitary 
doctor and an architect). 

The organization of Houses of Rest is con- 
trolled by a special organization, a Section of 
the Sanitary Sub-Department, organically con- 
nected with it. At the head of each group of 
Houses should be a specially delegated person, 
with full responsibility, and preferably, though 
not necessarily, a doctor; but each group must 
have a physician responsible for all medical and 
sanitary care. Each individual House must al. 
so have its director, discipline being maintained 

ial regulations. 

The routine of admission to a House of Rest 
is not different from that at sanitariums; i. e., 


the candidates pass through a medical contro! 
Commission of the Sanitary Sub-Department, 
which shall specify whether the given person 
shall go to the House of Rest, to a sanitarium, 
or to a health resort. On coming to the House of 


the House of Rest a change of clo , and 
all is sent to the 
room. 


The question of diet should be the object of 
special medical consideration. Supply, equip- 
ment, and medical i ion are controll 
through the Sanitary Sub-Department, which 
should also control the question of heating, and 
the making of improvements; but technical mat- 
ters of construction are under entirely separate 
control. Here, in view of the urgency of special 
hurry, the Section must employ one person and 
with him an organization to direct and ‘control 
repairs and reconstruction. It is preferable 
that such a person be an architect, which would 
be an advantage in cases involving special deci- 
sions of a constructive technical nature. 

Neither estimates nor staff can for the pres- 
ent be fixed, but a sufficient advance is neces- 
sary. Good means of transportation are quite 
necessary for quick organization—automobiles 
and 8-10 business workers, in the capacity of 
agents, who should be recommended by the 
Trade Unions. The mode of distribution of 
places and even their development may be con- 
ducted with slight changes, by the Petrograd 
system, by means of allotting a certain number 
of places for each union, in proportion to the 
number of its members, and taking into account 
the risks of a given industry. This question, 
in any case, should be discussed more or less 
in detail by the Trade Union Soviet, and the 
Health Department. 


MEDICAL PROGRESS 


RECENT PROGRESS IN PHYSIOLOGY 
BY PERCY G. STILES, BOSTON 
Assistant Professor of Physiology in Harvard Unwwersity 


THe attempt is here made to summarize cer-| 


tain researches having a definite and tangible 
interest for the professional reader. It is not 
asserted that the work referred to is necessarily 
that which will prove most important for the 
future of physiological science. For present 
purposes it is desirable to select studies which 
are somewhat detached and self-contained while 
it is probably the incomplete and partially baf- 
fled investigation which more surely marks the 
‘vend of the main current. The fragmentary 
and indecisive report which does not make very 
stimulating reading may, from the very facet 
that so much is left unsolved, become the start- 
ing-point of fruitful advances. 


THE ALLEGED TOXIN OF FATIGUE 


About twenty years ago an attractive view of 
the nature of fatigue was presented by Weich- 
ardt. This was the conceptiop that the chie! 
condition underlying the lowered working ¢a- 
pacity of a tired muscle is the presence in it 0: 
a poison comparable to a bacterial toxin. He 


did not greatly emphasize the influence of lactic 
acid or other simple products arising from th: 
principal metabolic changes accompanying con 
traction but postulated a complex protein deriva- 
tive as the essential depressing agent. The body 
in question was assumed to be specifie and capa- 
ble of causing the development of an antitoxin. 
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sup rior endurance, the result of athletic train- 
iug, was thus made to appear like an acquired 
inimunity: the subject must have attained to it 
as the result of repeated attacks of the disease, 
fxi gue. Transfusion of his blood might be 
«.peeted to confer a share of his hard-won gains 
i} ough exereise upon the recipient. 

‘he general judgment of men of science has 
ive a that the claims made by Weichardt have 
lacnsed sufficient experimental support. They 
have, indeed, appeared too good to be true. It 
has been obviously desirable that they should 
be investigated anew and this has now been done 
very, thoroughly by Lee and Aronovitch', *. 
Cats and rabbits were severely fatigued by be- 
ing made to run in revolving cylinders. Their 
muscles were then ground and a juice was ex- 
pressed from them. Portions of this juice, usual- 
ly See. at a time, were then injected into the 
bodies of fresh animals. Two effects described 
by Weichardt were regularly obtained: there 
was a tendency to stupor and a marked fall of 
body-temperature. There were occasional 
fatalities which may have been due to embolism. 

In spite of an apparent agreement between 
the new observations and the old it is shown that 
we cannot accept the theories of Weichardt. Lee 
and Aronovitch have found by control experi- 
ments that the juice from unfatigued muscles is 
quite as depressing as that from the exhausted 
tissue. The injurious compounds, therefore, 
cannot have been the products of recent contrac- 
tile activity. When the work done by the gas- 
trocnemius muscles of frogs is measured 
through a long series of experiments it is demon- 
strated that the performance is much reduced 
by applying the muscle-juice of the cat to the 
test-object. It makes no difference whether the 
cat’s muscles have been subjected to stimula- 
tion or not. When we break down the cell- 
boundaries of a tissue and release numberless 
constituents which nature’ would never have 
mobilized we invite confusion and misapprehen- 
sion. This was Gley’s objection to much of the 
technie employed to secure evidence of internal 
secretions’. 


OXYGEN DEBT 


It was formerly supposed that the mechanical 
work which a muscle could do must be strictly 
;roportional to its oxygen supply. For some 
t:me it has been established that this is not rig- 
iily true. The conditions admit of some flex- 
ivility. It has in fact been shown that under 
‘he eireumstances of a laboratory experiment a 
‘.usele may be made to work for some time in 
‘ne complete absence of oxygen. The immediate 
ouree of the energy released*is not an oxidative 
‘oaetion but a chemical change of an entirely 
‘fferent kind. Oxygen is called for not to 
‘ake possible the first contractions of a fresh 

usele but to restore it again and again to a 
‘-latively fresh condition—to postpone the on- 


of fatigue. 


The fact that human muscles are able to per- 
form much work for which there is at the time 
no equivalent oxygen makes possible athletic 
spurts of far greater intensity than would other- 
wise be attainable. The organism is described, 
picturesquely but accurately, as going in debt 
for oxygen. To the extent that the balance is 
disturbed there must be compensation in the 
after-period. The repayment of the debt is go- 
ing on during the continued panting of the sub- 
ject as he rests following his exertion. The 
chief feature of the peculiar state of affairs 
which exists in the body when the theoretical 
need for oxygen has been outrun is the presence 
of lactic acid. The surprisingly large degree of 
the possible oxygen indebtedness has been made 
clear by Hill and Lupton‘ and by Campbell’. 

It has been calculated on the basis of an ac- 
tual trial in which a volunteer rapidly exhausted 
himself that the metabolism so far exceeded the 
current oxygen supply that the ‘‘debt’’ amount- 
ed to more than 13 liters. This is the amount 
of oxygen which it must have been necessary to 
consume in the after-period over and above the 
ordinary requirements of rest. At the moment 
when the debt was at its maximum and the 
prostration extreme—it appears that more than 
100 grams of lactic acid had accumulated in the 
system. The repayment of the debt coincided 
with the removal of the last of this burden. 

Is it profitable to suggest any analogy for this 
overdrawing of the metabolic account? Per- 
haps a comparison with the burning of coal may 
have some value though the parallel is by no 
means perfect. With a hot fire and a restricted 
draft the production of carbon monoxide will 
cecur. Later, with a more adequate air-supply, 
this gas may be burned to carbon dioxide. Un- 
der ordinary conditions most of the carbon mon- 
oxide will escape further combustion by being 
swept up the chimney. A corresponding event 
in the ease of lactic acid is not unknown: with 
strenuous exercise lactates are to some extent ex- 
creted in the urine though the loss is not on a 
large scale. A misleading implication should 
be noted: most of the lactic acid formed in mus- 
cle contraction is not burned but reconverted 
into glycogen or some closely related substance — 
from which it was previously derived. The 
energy required for this endothermic reaction 
is, nevertheless, furnished by the oxidation of 
a moderate fraction of the lactic acid or some 
other material. 


RHYTHM IN NERVOUS PROCESSES 


The results of laboratory study have long 
since forbidden us to credit nerve-impulses with 
any qualitative variation. More recently we 
have learned that they cannot vary, even in a 
quantitative sense, so as to register the intensity 
of the stimulation which has initiated them. In 
the attempt to explain the workings of nervous 
mechanisms we have been led to make more 
and more of rhythm as a factor determining the 
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effects observed. For any combination of gray 

matter, nerve,.and end-organ there may be 

found favorable and unfavorable rates of excita- 

tion. A particularly interesting research in 

which the work of analysis has been very suc- 

cessfully advanced has just been published by 


The efferent paths between the central ner- 
vous system and the smooth muscle of the body 
are always interrupted by synapses so that two 
orders of neurons are necessarily traversed by 
impulses which pass over the interval. We 
distinguish the preganglionic fibers extending 
from the central axis to the intermediate station 
and the postganglionic fibers completing the 
connection with the contractile tissue. . The syn- 
aptie interruption may be close to the final des- 
tination of the impulses but in many cases it is 
in a ganglion somewhat remote from this locali- 
ty. In what light are we to regard such a 
ganglion? One of its functions, undoubtedly, is 
to diffuse stimulation into an increased number 
of channels. Thus, in the case of the superior 
cervical ganglion the number of the post- 
ganglionic fibers is known to be about 30 times 
that of the preganglionic. Querido presents ev- 
idence of another type of service. 

His observations have been made upon the 
third lid or nictitating membrane of the eat. 
This structure can be made to retract by apply- 
ing stimulation to the cervical sympathetic 
nerve below its superior ganglion or to the post- 
ganglionic fibers above. The success of the 
experiment varies, however, with the frequency 
of the shocks employed. When the post- 
ganglionic fibers are excited the rhythm must be 
between 120 and 160 per second if a maximal re- 
sponse is to be secured. If the stimulation is 
speeded much above the upper figure it entirely 
fails of effect. In contrast with these facts, if 
the preganglionie neurons are played upon the 
frequency of the stimuli may be varied as wide- 
ly as from 25 to 250 per second and a full-sized 
contraction still be obtained. 

It seems clear that the ganglion under investi- 
gation can convert impulses arriving with a slow 
rhythm into a departing stream having a much 
higher frequency. On the other hand it can al- 
so act in the opposite fashion: it can reduce to 
an optimal rhythm impulses having an original 
frequency in excess of this. A suggestion made 
some time ago by Cannon’ is confirmed. The 
ganglia found characteristically upon autono- 
mie pathways are found to be capable of modi- 
fying the efferent tide of impulses in such a way 
as to adapt them most effectively to influence the 
end-organ. | 

These observations stand related to certain 
others made by Veach* and by Veach and 
Pereira®. These workers have shown that when 
the vagus of the cat is stimulated and atten- 
tion directed to the eardiae sphincter there are 
particular frequencies which cause contraction 
and others which regularly produce relaxation. 


With skeletal muscle they find it possible to ex- 
ceed the rhythms which excite contraction and 
to secure the relaxation of the preparation. This 
is an unfamiliar phenomenon. It is not demon- 
strated until the frequency of stimulation is 
carried above 100 per second. Our laboratory 
coils with magnetic interrupters do not reach 
this value and so can be confidently counted on 
to induce contraction. 


SENSORY LOCALIZATION 


A method for securing evidence of sensory 
localization in the cerebral cortex devised some 
years since by deBarenne has now been used in 
further important studies by the same investi- 
gator’®. It consists in the application of a weak 
solution of strychnin to the surface of the brain. 
When many areas are subjected to this measure 
it is without visible result. When certain ones 
are involved the animal, upon the withdrawal of 
the anesthetic, gives tokens of sensation. 
Strychnin presumably affects the cerebral gray 
matter very much as it does that of the spinal 
cord: it puts its mechanisms in a hair-trigger 
condition and replaces inhibition by excitation. 
deBarenne speaks of it as ‘‘setting fire’’ to the 
regions which are brought under its influence. 
If the sensations of an animal are founded on 
particular cortical processes they may well be 
evoked by such a pharmacologic action. 

In his early work this experimenter made use 
of cats. He has now extended his trials to mon- 
keys. He applies the strychnin by moistening 
with it strips of paper which he lays upon the 
cortex exposed under anesthesia. By using a 
colored solution he can detect any spreading be- 
yond the bounds intended. It has been the pre- 
vailing impression that sensory functions are 
localized behind the central fissure. Examina- 
tion of the alleged sensory area by the strychnin 
method confirms the belief in the properties at- 
tributed to it. But similar reactions can be 
obtained from a much more extended region 
than it has been usual to designate. Sensations 
seem to be experienced when the drug is applied 
in front of the central fissure over an expanse 
of cortex which includes the motor areas and 
extends somewhat beyond their limits. 

Of course the sensations’ of the lower animals 
have to be inferred from their behavior. But 
it is not difficult to discriminate between move- 
ments which are secondary to pain or other 
feeling and those which result from direct stim- 
ulation of cortical motor centers. The latter 
are purposeless or, at any rate, serve the inter- 
ests of the experimenter rather than those of the © 
animal. Strychnin, applied superficially, does 
not excite the mofor areas; that is, it cannot be 
substituted for electricity. It is suggested by 
deBarenne that this failure to affect the motor 
machinery of the cortex is owing to its sub 
mergence below the surface. | 

When a sensory convolution is acted on by 
strychnin the resulting sensation seems often te 
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be referred to both sides of the body. If the ap- 
plication is to the left: hemisphere and to a spot 
standing in relation to the upper extremity both 
ihe right and the left paws may be shaken as 
though the attention of the animal were at- 
cvacted to them. This bilateral association in- 
dicates a divergence between the sensory organ- 
ization and that of the motor equipment with 
its striking contralateral connections. It might 
be thought that impulses passed from the excited 
region of the sensory cortex over commissural 
fibers to the corresponding locality in the other 
hemisphere there to set up definite activities. 
This supposition is not supported by the results 
of an experiment designed to test it. The sen- 
sory area for a part may be destroyed on one 
side and it will still be found possible to obtain 
indications of bilateral sensation when strych- 
nin is applied to the intact hemisphere. It is 
deBarenne’s conclusion that the radiation of 
impulses from the excited cortex is to some low- 
er center, very probably the thalamus. 


THE RED CORPUSCLE 


An uncommonly interesting article on ‘‘'The 
Significance of Hemoglobin’’ has lately ap- 
peared". It is by Joseph Barcroft, a physiolo- 
gist who, like the late William M. Bayliss, has 
always been able to infuse a certain note of 
charming personality into his treatment of the 
most abstruse subjects. Only one topic dealt 
with in this review lends itself well to our pres- 
ent purpose. This is the question why it is bet- 
ter that the hemoglobin of the blood should be 
carried in the corpuscles than to have it present 
in solution. Several reasons are stated with 
convincing clearness. 


Four principal points are made. In the first 
place, if all the hemoglobin normally contained 
in the corpuscles were dissolved in the plasma 
the fraction of the osmotic pressure due to col- 
loids would be greatly increased. It is shown 


that such an elevation would have disastrous 
eonsequences. For example, if the favorite con- 
ception of renal secretion is correct, this func- 
tion could not go on with the blood so altered 
im its physical character. Second, the viscosi 
of the blood would also be markedly in 

The resistance encountered in the small vessels 
would seriously retard the flow through them. 
The arterial pressure required to maintain the 
circulation might be too high to be attained. 

A third disadvantage inherent in a solution 
of hemoglobin would result from the hydraulic 
principle that in any stream the progress of 
the fluid lags at the borders. The approximately 
stagnant layer of the marginal blood would con- 
tain in the aggregate a great deal of hemoglobin 
which would be practically removed from the 
circulation. As matters actually stand the 
corpuscles have a diameter sufficient to keep 
them under the influence of the axial current. 
At least this is true in the capillaries where 
from moment to moment it is imperative to pro- 
vide fresh portions of hemoglobin. Fourth, it 
is not likely that hemoglobin in solution would 
be retained permanently in the vascular sys- 
tem. If it diffused into the tissues and became 
stationary its unique value as a carrier would 
be nullified. In addition to all these consider- 
ations it is to be borne in mind that the cells 
are repositories for buffer substances and on this 
account as well as the others may be regarded as 
indispensable. 
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THE AVOIDANCE OF INTRAVENOUS GLUCOSE REACTIONS* 


BY JAMES'L. STODDARD, M. D., BOSTON, MASS. 


Ir seems to be not a very unusual clinical ex- 
perience to observe an undesirable reaction after 
the intravenous injection of glucose solution. In 
such a case the patient has a chill and rise of 
temperature within half an hour of the injection 
followed by increasing weakness or prostration. 
Within twenty-four hours the symptoms largely 
disappear. Results such as this of course tend 
to neutralize all the good effects of the procedure. 

Many have thought these reactions inevitable. 
They have considered them the result. of using 
this particular form of therapy in. patients hav- 
ing certain particular physiological conditions 
unsuited to it. Or they have thought that the 


*From the Chemical Laboratory of the Massachusetts Genera! 
Hospital. 


use of such hypertonic solutions may occasi 
affect the normal, possibly on account of some 
slight idiosynerasy that eould hardly be raised 
to the dignity of a pathological state. Or they 
have supposed them caused by the mode of ad- 
ministration—the solution given in too large an 
amount, or at. too rapid a rate. 

Others have supposed that in some, way the 
solution was-unsuitable. 

Of all the hypotheses that of an unsuitable so- 
lution offers the most hope of a clean and com- 
plete elimination of the reactions. In two papers 
published in 1922 Williams and Swett' consid- 
ered the hydrogen ion concentration of glucose 
solutions. They found that glucose solutions 
rapidly become acid on autoclaving, or on stand- 
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ing several hours at room temperature. Thus, a 
10% glucose solution of Ph 6.20 upon boiling 
for twenty minutes changed to Ph 5.17. Another 
of Ph 6.20 on standing in the laboratory 24 hours 
was Ph 5.15, and in 48 hours Ph 4.15. Of glu- 
cose solutions from three different sources the 
Ph fresh was between the limits 6.35 and 6.65. 
After autoclaving they were from Ph 4.51 to 
4.59, and 24 hours after autoclaving from Vh 
4.56 to 4.50. They found that when the solu- 
tions were more acid than Ph 6.5 they were likely 
to produce reactions, and if more acid than Ph 


5.5 they were quite toxic. It was found that if] }, 


buffered with phosphate tablets the solutio 
were not toxic. 


Unfortunately this work of Williams and 
Swett seems to have escaped notice, possibly on 
account of the main title (Hydrogen Ion 
Concentration Studies). At the time it was pub- 
lished there were only a few cases where the buf- 
fered glucose had been used, and it was not cer- 
tain whether reactions could always be avoided 
in this manner. Moreover, as they admit, the 
preparation of the sterile buffer tablets was ex- 
tremely difficult. 

Further, as a matter of theory, it is difficult 
to understand how the acidity that is developed 
in the glucose solutions can produce such reac- 
tions. The total amount of titratable acid is 
very small, and one would think that it would 
be taken care of by the blood buffers. For ex- 
ample, the worst glucose solution as far as acid- 
ity goes that the writer tried, had a Ph of 4.4 
after autoclaving. The titratable acidity (using 
phenolphthalein) was only .97 ¢.c. of N/10 acid 
per 100 c.c. of solution, or 4.85 ¢.c. of N/10 acid 
for a 500 c.c. injection. This corresponds to .485 
c.c. of N. acid or .485 millimols. Considering the 
bicarbonate content of whole blood 22.53 milli- 
mols per liter, the addition of 3 millimols of acid 
per L. would change the Ph approximately .06, 
according to calculation by the Henderson-Ilas- 
selbalch formula, if the added acid acts only by 
neutralizing an equivalent of bicarbonate. This 
leaves out of consideration any compensatory 
regulation of respiration, which would reduce 
the change, and suppose the solution mixed with 
venous blood at the same CO, tension as before. 
The experiments of Bock, Field and Adair? of 
adding acetic acid to blood give similar figures. 
Consequently if we mix the .48 millimols of acid 
in the solution with .48 x L. of blood or 160 c.e. 


3.0 
we produce at the most only this negligible 
change of .06 Ph. Even more striking is the 
cease where C. P. dextrose is used. In one such 
solution after autoclaving and standing for 24 
hours at 37 C. the Ph was 6.5 and thé titratable 
acid amounted only to .3 ¢.c. N/10 acid for 100 
«.c, solution; in other words less than 1/3 of 
‘hat just considered, and therefore requiring 
only 1/3 as much blood to buffer it. Even al- 
lowing for the fact that in making an injection a 
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large amount of solution comes for a short time 
in contact with a small amount of blood, one 
would suppose that the change would be com- 
pensated for when the blood thus affected became 
mixed in the general circulation. Such a small 
amount of acid as there is in these solutions could 
scarcely produce a recognizable effect even if 
there were an acidosis with marked lowering of 
the blood bicarbonate, for the change in the tota. 
blood buffer would be too slight. 

It must be concluded that an explanation of 
the toxicity of unbuffered glucose from an acid 
ase point of view is difficult or impossible. As- 
suming the reliability of the evidence that the 
acid solution is toxic and the solution buffered by 
phosphate is non-toxic, we can only surmise a 
detoxicating effect of the phosphate in an obscure 
way on an unknown decomposition product of 
the glucose, neither the toxicity nor its absence 
probably caused by the variation in the hydro- 
gen ion concentration or in the total amount of 
acid, but only varying with the acidity changes; 
or else a hitherto unknown effect of acidity on 
blood to produce a toxic product. 


It may be that the phosphate is related to the 
harmless and prompt disposal of the glucose or 
its products in acid solutions as suggested by 
recent work on the relation of phosphates to car- 
bohydrate metabolism. 

Whatever the explanation may be, the buffer- 
ing of glucose with phosphate apparently is an 
empirical discovery of practical importance. 
When the problem came up at the Massachu- 
setts General Hospital of preparing a non-toxic 
glucose solution the writer felt that there were 
other possibilities of harm in these solutions. The 
presence of toxic impurities in the glucose and 
the possibilities of slips in the sterilization tech- 
nique were the main points considered. Since 
the immediate object was to get a solution that 
would not give reactions, and since all of these 
possibilities were easy to correct, they were all 
attacked simultaneously. Consequently no sep- 
aration of factors can be made, and we do not 
know the relative importance of their correction 
in producing freedom from reactions. No doubt 
from a scientific point of view the factors should 
have been eliminated one by one, thus going 
through a long and tedious process in which 
many patients would have suffered. The method 
actually followed therefore frees this paper from 
all really scientific value. 

From a practical point of view, the mode of 


attack appears to have been justified. In the 


course of the last eight months at the Massachu- 
setts General Hospital intravenous glucose has 
been used freely without a single reaction. The 
occurrence of reactions, rather frequent pre 
viously, stopped sharply, completely, and, up t’ 
the time of writing, permanently, as soon as the 
revised method of preparing the glucose was 
put in foree. Apparently here lies the answe: 
to the question at the beginning of this paper, 
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us to whether the cause of the reactions resides 
in the patient or the solution. It is with a dis- 
claiming of all originality, but with a feeling 
that this is information that should be better 
known, and used, that the writer publishes his 
experience. Certain matters of detail, such as 
the mode of preparing the buffer, may be ad- 
ditions to previous contributions. In the re- 
mainder of the paper will be described the 
methods used in preparing the solution. 

A form of glucose often used comes in bulk 
in hard lumps of a yellowish or brownish hue. 
A test of a fresh 5% solution of such a prepara- 
tion showed a Ph of 4.6 and a titratable acidity 
of .85 ¢.c. N/10 NaOH per 50 c.c. solution. 
After autoclaving for 15 minutes at 15 pounds 
pressure it had a Ph of 4.4 and a titratable 
acidity of .484 ¢.c. N/10 acid per 50 c.c. solu- 
tion. (These titrations were done with a 
micro-burette.) The high initial acidity is 
probably the reason there was no greater 
change. The oxidative decomposition that re- 
sults in the production of acid goes slower the 
lower the Ph (within the limits considered 
here). Moreover the acids formed are organic 
and would have difficulty in making a lower Ph 
than 4.4. Apparently this glucose had free 
mineral acid in the original specimen. As stated 
in an earlier part of this paper, a solution made 
from C. FP. dextrose, after autoclaving and 
standing for 24 hours at 37° C. had a Ph of 6.5 
and a titratable acidity of .15 ¢.c. N/10 acid 
for 50 ¢.c. solution. Another lot from a dif- 
ferent preparation had a Ph of 5.29 after auto- 

claving. 

The first possibility of reactions eliminated 
was impurity in the glucose, and it was or- 
dered that the solutions should be made up from 
C. P. dextrose, which is much more expensive 
per pound, but costs only a few cents more per 
500 ¢.c. of 5% solution. Distilled water is used. 

In the second place rigid rules were made for 
autoclaving the solution at 15 lbs. for 20 min- 
utes within at the most two or three hours after 
it was made up. Since the solutions are kept 
in the incubator warmed ready for instant use, 
it was considered best to date them and discard 
them after two days on account of the rapid de- 
composition of the glucose under these condi- 
tions. Sinee molds occasionally grow through 
the cotton, especially if the glucose boils up 
from too rapid release of the pressure after 
autoelaving (all of this obvious enough to the 


physician, but unfortunately not always to the 
nurse in charge of the sterilizing) a rigid rule 
was made to swirl the solution, holding it up to 
the light, just before use, and to discard it if 
at all cloudy. 

The buffer was tubed in 10 ¢.c. amounts and 
autoclaved immediately. A tube is added to 
each liter of glucose just before using. It 
should not be added before this, because the 
buffered glucose breaks down more rapidly 
than the acid glucose. The concentrated phos- 
phate used as buffer should be kept in a warm 
room, otherwise it is likely to crystallize out in 
part. If it does this it should be warmed until 
dissolved, for when part is out of solution the 
Ph undergoes great alteration. 

Detailed directions concerning all these 
points were posted conspicuously in the steriliz- 
ing room. 

preparing the buffer solution monosodium 
phosphate free from aluminum and heavy met- 
als should be used, otherwise there will be a 
precipitate after the Ph is adjusted and the 
solution autoclaved. This is difficult to filter, 
and prevents the carrying out of the rule never 
to inject a cloudy solution. The sodium 
hydroxide solution used is prepared from a sat- 
urated solution of the C. P. sticks. The phos- 
phate solution is made by making 142.6 
G NaH.PO,-H.0 or 1611 NaH2P0O,- 
2H.0 up to 500 c.c. with distilled water. To 
this is added 2.3N NaOH to make a Ph of 7.5. 
It should take very close to 78 c.c. of the NaOH 
solution per 100 ¢.c. phosphate. One should 
try 25 ¢.c. amounts of the phosphate solution 
first, testing them either colorimetrically or 
electrometrically. 

The buffer solution generally becomes about 
.05 Ph more acid on autoclaving, and about .05 
Ph more acid when mixed with the glucose, so 
that the final Ph of the buffered glucose will be 
close to Ph 7.4. 

Note—All Ph measurements for this paper 
were done electrometrically with a Type K po- 
tentiometer. 

I wish to express my indebtedness to Misses 
Mary Daley, Clara Durgin and M. E. Rourke 
for ical assistance. 


1 Williams, J. R., and Swett, M.: Hydrogen Ion 
Studies. J. A. M. A., 78, 1024, 1922. The 


cation of Buffers. J. A. M. A., 78, 1026, 1922. 
2 Bock, A. V., Field, H., and Adair: Acid Base Equilibrium 
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A PROCEDURE FOR THE CURE OF ANTRAL FISTULAE 


BY DANA W. DRURY, M. D., BOSTON, MASs* 


[N a certain percentage of extractions of the 
upper second molars, a fistula into the mouth de- 
elops, thus preventing healing of the gum. 
This may show itself almost immediately or not 
‘or several days following the extraction. 

When such a fistula is present, fluids pass in- 


to the nose on swallowing and infection of the 
antrum begins, even if it were not already pres- 
ent at the time of removal of the tooth. Further, 
a whistling noise sometimes manifests itself, 
which is quite troublesome to the individual. 
The antrum appears ‘as a shallow groove on 
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the inner surface of the bone at an earlier period 
than any of the other nasal sinuses—its devel- 
opment commencing about the fourth month of 
foetal life. Two plates grow downward from 
the dental groove, and between them the sockets 
for the teeth are formed by the development of 
thin, bony structures jutting across from one 
to the other. 

Crossing the cavity of the antrum are often 
seen several projecting laminae of bone, similar 
to those seen in the sinuses of the cranium. Pro- 
jecting into the floor are several conical proc- 
esses, corresponding to the roots of the first and 
second molar teeth. In some cases the floor is 
perforated by the teeth in this situation. Its 
walls are everywhere exceedingly thin. 

The number of teeth where fangs are in rela- 
tion with the floor. of the antrum is variable. 
The antrum may extend so as to be in relation 
to all the teeth of the maxilla bone, from the 
canine to the wisdoms. I have never seen a 
case, however, that developed a fistula except 
from the second molar. 

When the fistula has developed, the usual pro- 
cedure as mentioned in the early literature was 
to insert a wooden plug in the hole, temporarily, 
until a silver or gold canula was made to fit the 
tract. This latter may be worn indefinitely by 
being fastened to the remaining teeth by clasps. 
This method involved the establishment of a dis- 
agreeable, continuously discharging sinus into 
the mouth. 

This has led to the development of more radi- 
eal operations, which involve the curettement of 
the fistula. In long standing eases, this is appar- 
ently necessary, and, in the main, gives satis- 

*From the Evans Memorial. 
factory results. Many eases occur, however, 
which do not fall into this latter category, and 
this paper deals with a method which has been 
developed for their treatment. Seven cases 
have been treated in this way and in six, or 85 
eaageoe completely satisfactory results have 

en secured. Essentially it consists of a ster- 
ilization of the fistula with mereurochrome 220 
and closure of the sinus with Liquor Epistasti- 
eus (B. P.). The details are presented in the 
following protocol of a case taken from the 
series: 


Casr No. 1. Male, 40 years old, married. 
F. H.: Father and mother living and well. Other. 
wise a negative history. 

T.: Several healthy children. For several 
months had noticed a recession of the gums about 
the upper teeth. For several weeks the right upper 
second molar had been sensitive to heat and cold. 
An X-ray film of the area showed a large apical 
abscess. The patient immediately had the abscessed 
tooth removed under gas anesthesia. Three days 
following the extraction he noticed fluids taken into 
the mouth passed directly into the nose. Also on 
gentile suction with his tongue a reflex was noticed 
extending into the face under the right eye. 

P. E.: Well-developed and nourished man. Physi- 
cal examination negative—except in the mouth a 
passage was noted passing into the right antrum. 


at the site of the removal of the second molar tooth. 

As the patient was particularly averse to any oper- 
ative procedures the following technique was under. 
taken. The fistula was daily cleaned by ‘suction of 
the antrum cavity. The was wiped over with 
a 2 per cent. solution of mercurochrome 220. Allow- 
ing the tract to dry out and keeping the saliva away 
from the area, a cotton carrier moistened with 
Liquor Epispasticus (B. P.) was applied quite thor- 
oughly to the fistula. Care was taken not to touch 
any other part of the mucous membrane so as to 
prevent unnecessary blistering. The frequency of 
the application depends upon the reaction obtained. 
Usually treatments are given daily. As the case pro- 
gressed the aperture was noted as gradually closing 
in. Within a month the gum line was again continu- 
ous, the fistula having been obliterated. 


1. A method for the correction of antral fis- 
tulae is given, suitable for those cases where 
radical operation is forbidden or inexpedient. 

2. The method has been applied to seven 
cases, with complete success in six, or 85 per- 
cent. 


3. The method is simple, easy of perform- 
ance, and entails a minimum of discomfort to 
the patient. 

4. When used, additional drainage into the 
nasal cavity through the lateral antrum wall is 
found to be unnecessary. 


BOOK REVIEW 


Race Hygiene and Heredity. 
Translated by L. F. Barker. 
York: Appleton. 1924. 


As Dr. Lewellys Barker says in his preface to the 
English translation, this book “contains in compact 
form a clear presentation of the fundamental facts” 
of race hygiene and heredity. The early chapters 
take up the work of Lamark, Darwin, Galton, Weis- 
mann, and in some detail the doctrines of heredity 
as advanced by Mendel. In the later chapters the 
way is pointed out toward the utilization of the facts 
gained by the study of plants and animals in main- 
taining and improving the human race. The author 
indicates the following important points now accept- 
ed by most biologists and more recently emphasized 
by McDougall: (1) Fertility among inferior people 
is greater than among those of more than average 
capacity. (2) Accordingly, the socially higher classes 
are slowly but surely dying out. Siemens would 
think, therefore, that the first task of racial hygiene 
today should be the attempt to arrest “our certain 
downfall.” Few factors, if any, can alter germ plasm, 
if one adheres to the fundamental biological doc- 
trine. Selection, however, in which the most capable 
members of society must participate in greater de- 
gree than the less capable in the production of the 
coming generation, is the main aim of the racial 
hygiene campaign. Various methods of fostering an 
increase in the birth rate of those best fitted to 
propagate the race are suggested. 

To those interested in this problem the book ought 
to be of great value. To the physician, whose con- 
tact with many people practically necessitates a4 
knowledge of the field covered by this book, it can 
be highly recommended. A list of selected refer- 
ences in English and German, with a glossary of 
technical terms, adds greatly to its value. 
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, CASE 10501 
Mepicau DEPARTMENT 
A Scotch housewife of forty-five entered J uly 


22 complaining of headache, weakness 
pains in the back. | | 


F. H. Good. 


P. H. She had measles in infancy. She had 
one miscarriage before the birth of her last 
child, and a puerperal operation (perineal re- 
pair?) after that birth. She had anesthesia or 
paresthesia after the last birth. Ten years ago 
she had slight trauma to the head. She had 
some burning micturition years ago. For sev- 
eral years she had had dyspnea. Three years 
ago she had antrum drainage. 


P. I. All her life she had had extreme suf- 
fering ‘from headaches; not much _ vertigo. 
Seven months before admission she had grippe, 
with the most excruciating headache and an at- 
tack of vomiting. This was soon followed by 
pneumonia. She was in bed five and a half 
months. In the spring she had pain in the 
eyes and impairment of vision. This im- 
proved. Six weeks before admission, although 
she was not well, she got up and was about for 
three weeks. July 3 her menstruation started. 
For the first two days the flow was more pro 
fuse than it had ever been before; it continued 
for four days more. She went to bed July 3 
and had remained there, becoming progressive- 
ly weaker until at admission she could hardly 
sit up. Her pains, particularly in the head, 
shoulders and back, had beeome worse. The 
head pain was mostly occipital. During the 
past month she had a scratch on her hand 
which bled profusely. She thought she had 
lost some weight. She had never had much ap- 
petite, and for three weeks had had none. Dur- 
ing the past three weeks she had noticed no 
trouble with the eyes except black and blue 
spots. During the past few weeks she had been 
troubled by foul smelling pus and blood from 
the nasopharynx. Ten days before admission 
she vomited a little. Since the onset she had 
had tinnitus. Recently she had had some men- 
- ane and some pain on turning her 

ead. 


P. E. A _ sick looking woman, somewhat 
apathetic, complaining of headache in the left 
side of the back of the head. Skin dry, almost 
sallow. Ecchymoses on both arms, apparently 
from bruises. In both anticubital spaces were 
syne small purpuric spots, also a few spots over 
the chest ; otherwise the skin was pale and clear. 
Moderate stiffness of the neck on flexion. Teeth 
false. Scar on the right breast. Location of 
the apex impulse of the heart not recorded. No 
enlargement to percussion. Action rapid. 
Sounds could be heard in the left back. A 
systolic murmur all over the precordia. B. P. 
135/75. Lungs normal. Abdomen. Liver 
edge felt 3 cm. below the costal margin in mid- 
elavicular line. Pelvic examination. Perin- 
eum relaxed. Cervix round, lacerated, freely 
movable. Rectal examination and extremities 


and | negative except for the ecchymoses mentioned. 


T. 98°-104.2°. P. 73-119. R. normal. Urine. 
Amount not recorded, sp. gr. 1.022, brownish 
and cloudy at the single examination, the slight- 
est possible trace of albumin, 4-5 red blood cor- 
puscles and occasional leucocytes per high 
power field. Blood. July 22. Hgb. 50%, 
leucocytes 24,000, polynuclears 1%, lymph- 
ocytes 99%. Reds 2,400,000, slight varia- 
tion in size and shape, some microcytes, slight 
polychromatophilia, 4 nucleated reds. Plate- 
leis markedly decreased. At another count 
the same day polynuclears 1%; lymphocytes 
98%, atypical cells 1%. In 100 cells 44 degen- 
erated cells were seen, also two nucleated reds. 
July 23. White cells for the most part of the 
large lymphocyte series. Some of them showed 
the azur granules and the kidney nucleus. The 
cytoplasm of these cells was in many eases in 
the form of ‘‘tits,’’ as though it had been very 
active in life. Not a single definite platelet 
was seen. July 24. Leucocytes 26,000, reticu- 
lated cells approximately 0.5%. One cell with 
a blue nucleus (megaloblast?) was seen to show 
active pseudopodie motion. There was strong 
evidence of motion in one reticulated cell, but 
this may possibly have been an error in ob- 
servation. July 25 (after transfusion). Smear 
essentially the same as that of July 22. Was- 
sermann negative. Non-protein nitrogen 33 
mgm. per 100 ¢«.ec. Uric acid 4 mgm. per 100 
c.c. Blood clot negative at three minutes, pos- 
itive at six, all tubes. Retraction July 22 very 
slight in one hour, moderate in five hours. Re- 
traction over night, one tube very slight, two 
tubes slight. Character of clot very poor. Not 
sufficiently elastic to maintain form when 
placed on table, easily broken. Proportion of 
reds to total volume approximately 20 reds to 
80 plasma. X-ray. Films of the sinuses neg- 
ative. Lung markings, both roots, and shad- 
ows running to the upper and apical regions 
on both sides considerably increased. Some 
mottling in both upper lobes, particularly 
marked on the right. Outline of the right 
diaphragm high. Excursion appeared limited. 
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On fluoroscopic examination costophrenic| nervous lesion and one could suppose uremia. 
angles clear. Outline of the left diaphragm] But there is nothing that I feel the least sure 


normal; excursion good. Angles clear. Plate 
somewhat overexposed. ‘‘Examination should 
be repeated to confirm findings in the upper 
chest.’’ 


Orders. July 22. Anemia diet. Aspirin 
gr. v with codein gr. ss every three hours by 
mouth p.r.n. for headache and discomfort. 
Tonic*® 3 i before meals. 
Morphia gr. 14 s.c. on going to the amphi- 
theatre ons repeat half an hour afterwards. 
July 25. Morphia gr. 4% s.c. Blood pressure, 
‘pulse, temperature and respiration every hour 
during the night and report any sudden changy. 


Because of the weakness, pallor and blood 
count transfusion was done July 24, 600 c.c. of 
blood being given. The red count was 
1,800,000 before transfusion ; 2,720,000 after it. 
She had a short chill and rise in temperature 
after transfusion, but felt well, ate her supper 
and next morning seemed very lively, cheer- 
ful and intelligent. Several ecchymoses on 
the nose, chin and elsewhere were much paler, 
and her skin was not so white. At 4:30 she 
vomited the supper just eaten and a few min- 
utes later vomited several times in succession, 
watery bile-stained material. The vomiting 
was not projectile. She was given 1% grain of 
morphia immediately and seemed quieter. Fif- 
teen minutes later she was found in a state of 
coma and could not be aroused. The pupils 
were not dilated, the pulse was 90 and regular, 
the blood pressure was 110/90. Half an hour 
later the pupils beame slightly contracted and 
the pulse began to fall. At 8 o’clock the pulse 
was 65, the pupils small, the blood pressure un- 
changed The respirations were somewhat 
stertorous. The whole left side could not be 
moved, although oceasionally the right arm 
twitched. The head was drawn to the left 
. shoulder, and the left side of the mouth was 
twisted up. The tongue occasionally fell back 
into the pharynx, but did not shut off respiration. 
At 9 o’elock the pulse was 44, the respiration 
16, the pupils very small. At quarter past 
nine the pulse was 70 and the pupils started 
dilating. At 9:30 lumbar puneture was done 
and 15 ¢.c. of bloody spinal fluid obtained, in- 
itial pressure 188, after withdrawal of 5 e.e. 
204. Similar fluid was found four spaces high- 
er. Twenty minutes later the pulse was 140, 
the pupils wide. The heart became irregular. 
The patient died without becoming conscious. 


Discussion 
BY DR. RICHARD C. CABOT 
NOTES ON THE HISTORY 


! am entirely in the dark at the end of the 
past history. One could suppose an organic 


“Tin tore nex vomiea 3 tincture gentian compound 5 1, 
Water to make § iv. 


of up to the point of physical 
NOTES ON PHYSICAL EXAMINATION 


We do not know why there was a scar on the 
right breast. 

ro is nothing wrong with the heart so far 
as I see. 

We have very little aside from purpura. 
There is nothing in the examination on which 
we can build anything until we reach the blood 
examination, and then we know the diagnosis, 
—lymphatie leukemia. Degenerated cells are 
very common in lymphatic leukemia. Azur 
granules are right for lymphatic leukemia. The 
observation about the cytoplasm is nothing. 
‘*Not a single definite platelet was seen.’’ That 
is important. That accounts for the hemor- 
rhages. The rest of the examination is of no 
practical importance. 

The non-protein nitrogen is normal. 

The X-ray makes us wonder whether there 
are enlarged glands in or about the lungs caus- 
ing shadows. Otherwise there is nothing in the 
examination. 

We expect a chill with many transfusions. 
It means nothing. 

On July 25 we begin to think of cerebral 
hemorrhage. 

I never knew the pressure of the spinal fluid 
to be higher after withdrawal. It should come 
down, shouldn’t it? 

Dr. Tayuor: I should think so.* 


DIFFERENTIAL DIAGNOSIS 


Of course the significance of blood in the 
spinal fluid depends on our being sure that it 
was not put in at the time of the tap. A man 
ought to know that from the conditions of the 
tap. If he is sure he did not put the blood in, 
then there is a good chance of its showing cere- 
bral hemorrhage when it is so recent as this. 
Dr. Taylor, is there anything to comment on 
from a neurological point of view? All that I 
can see is evidence of cerebral hemorrhage. 

Dr. TayLor: I am sorry that an examina- 
tion of the abdominal reflex was not made, the 
loss of which on the affected side is a very defi- 
nite sign of hemiplegia. There was evidence 
enough however without that to say that she 
must have had a destructive lesion about the 
internal capsule. 

Dr. Casor: I have said that this is lymph- 
atie leukemia, and yet there is not an en- 
larged gland in sight, and no splenic or liver 

*(Note by Dr. J. B. Ayer.)—We know that any factor which 
causes a 8 or permanent rise in cerebral venous pressure 
will cause increased pressure in the fluid. During punctures 
it is not at all rare that a patient coughs, holds the breath. 
struggles, or even breathes more deeply than is normal. Alli of 
these acts will temporarily increase spinal fluid pressure, even 
to a greater extent than is here recorded. In order that con- 
clusions may be properly drawn from a sequence of spinal fluid 
pressures after withdrawal of known amounts of fluid it is 
necessary that the patient be in every way completely relaxed. 


It is almost inconceivable that an ificrease in pressure following 
withdrawal of fluid should have pathological significa 
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enlargement. How then make such a diagno- 
sis? Because there have been plenty of such 
cases before. The process may be entirely in- 
‘ernal. The process may be confined to the 
»yone marrow, so that the lack of evidence of 
ihat sort does not exclude it at all. The hem- 
orrhages she has had before, the uterine hem- 
orrhage and the hemorrhage from the hand, go 
perfectly with such a supposition. 

I can see very little in the X-ray. The only 
thing that is at all suggestive is on the left side, 
something that looks like a gland at the hilus. 
But without expert guidance I should not be 
able to say anything in particular about that. 
Otherwise we have here antrum and skull plates 
which I do not think are of interest. I see no 
evidence of any bony change. 


A Puysician: Do you know if there are ever 
any cures of these cases? 
Dr. Casot: None. They all die. 


I think the spleen will be enlarged, although 
they did not find it in life. 


NOTE BY DR. G. W. HOLMES 


The plate of the chest is of such poor quality 
that one would not be justified in making any 
definite statements. The most noticeable thing 
is the high position of the diaphragm on the 
right. There is no abnormality of shape, and 
according to the fluoroscopic notes no definite 
limitation of respiratory excursion. This 
would suggest a non-inflammatory process be- 
low the diaphragm. The increase in the hilus 
shadows and the prominent lung markings with 
mottling in the right upper chest could be due 
to any condition which would cause a general 
glandular enlargement. The signs are not suf- 
ficiently characteristic to make one feel that the 
patient had tuberculosis. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Acute lymphatic leukemia. 
Cerebral hemorrhage 
Transfusion. 


DR. RICHARD C. CABOT’S DIAGNOSIS 


Lymphatic leukemia. 
Cerebral hemorrhage. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesions 


Lymphatic leukemia. 

Leukemic infiltration of bone marrow, spleen, 
liver and kidneys. 

Hemorrhages of the brain. 


Secondary or terminal lesions 


Hemorrhagic areas of skin, great omentum, 
stomach and duodenum. 


Fatty metamorphosis of the liver. 


3. Historical landmarks 


Slight chronic pleuritis. 
ey, defective closure of the foramen 
ovale. 


Dr. RicHarpson: The spleen was moderate- 
ly enlarged,—360 grams. The ou ing le- 
sions were the leukemic infiltration of the bone 
marrow, spleen, liver, and kidneys, the various 
hemorrhages mentioned, that is of the skin, of 
the great omentum, stomach and duodenum, 
and the astonishing hemorrhages of the brain. 
There were many areas of hemorrhage in the 
brain which had fused with destruction, disin- 
tegration of large areas of brain tissue. 

The other organs were negative. The circu- 
latory apparatus was negative. 

Dr. Casor: Was there evidence of any in- 
fection ? 

Dr. RicHarpson: None. We did not take 
any culture. There was no evidence of infec- 
tion in the tissues. 

A Puysictran: Do these cases usually run a 
temperature ? 

Dr. Casor: Yes, and when they begin to 
bleed we know that the end is near. They may 
run along with very little in the way of symp- 
toms for months or even years. I am watch- 
ing one patient in her thirteenth year of this 
disease. She is perfectly well today, but 
some day she will have some hemorrhages and 
fever and will die. 


CASE 10502 
CHILDREN’s MEDICAL DEPARTMENT 


A boy thirteen weeks old of Russian Jewish 
parentage was referred from the Out-Patient 
Department April 4. The chief complaint was 
persistent jaundice. 


F. H. Good. 


P. H. The child was normally delivered an 
weighed 714 pounds at birth. He was breast fed, 
nursed well, and gained 4-5 ounces a week. At 
seven days he was circumcised. 


P. I. On the seventh day after birth the child 
became very jaundiced. According to the mother 
the jaundice was intermittent, appearing for one 
or two days a week at 4 or 5 p. m., continuing 
over night and disappearing during the day. 
Only the cheeks and forearms were affected. 
During the two weeks before admission the jaun- 
dice had become less. His bowels were consti- 
pated. For two days he had not nursed well. 


P. E. Well nourished. Length 25 inches. 
Weight 10 pounds 154% ounces. Skin icteric. 
Sclerae and mucosae not jaundiced. Anterior 
and posterior fontanels open, not bulging. Hair 
abundant, fine. Hair line extended as far down 
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PLATE L 


Age thirteen weeks. Before treatment. 


as the eyebrows. Eyes wide apart. Tongue pro- 
truded. Neck, thyroid, heart and lungs normal. 
Electrocardiogram. Small complexes in all 
leads. Normal rhythm. Rate 100. Low poten- 
tial. T. + 1mm. Abdomen distended. Small 
umbilical hernia. Genitalia, extremities and re- 
flexes normal. 

T. 97°-98.4°. P. 110-145. R. 29-42. Urine. 
Sp. gr. 1.013. Blood. Hgb. 65%, leucocytes 
13,500, polynuclears 45-70%. Reticulated reds 
0.6%. Wassermann negative. Blood chemistry. 
Uric acid 348 mgm. per 100 ¢.c., non-protein 
nitrogen 24 mgm., creatinin 1.37 mgm., blood 
sugar 67 mgm. Stools negative. X-rays. ‘‘Do 
not believe liver or gall-bladder plates would add 
any information at this age.’’ Sella turcica vis- 
ible and not definitely abnormal in appearance. 
Nothing unusual in appearance of skull. 


Orders. Four ounces of S.M.A. milk* when 
mother does not come in to nurse; six feedings 
at 6, 9, 12, 3, 6, 10. 


April 8 the visiting physician pointed out sig- 
nificant features,—wrinkled forehead, very low 


PLATE Il, thirteen weeks. Befcre treatment. Shows 
especially well the short arms and legs. 


hair line, pig eyes, almost bridgeless nose, pro- 
truding and thickened tongue, short neck, prom. 


*A proprietary preparation, 


inent abdomen, umbilical hernia, hoarse and 
thick voice, and a yellow tint to the face. The 
texture of the skin and hair were the only points 
out of keeping with the rest of the general pic- 
ture. The baby was put on two-tenths of a grain 
of thyroid. April 10 he was discharged to the 
Out-Patient Department, to be followed up very 
closely as to weight and pulse rate for the next 
three months, when it was recommended that a 
complete blood study should be made. 


Records of the Out-Patient Department. 
April 16. Weight 10 pounds 11 ounces. The 
baby did not seem satisfied with the nursing. 
His mother thought his skin less yellow. Ex- 
amination was as before. The umbilical hernia 
was strapped. A formula was given for supple- 
mentary feeding.** Continue thyroid and other 
treatment as before. April 23. Weight 11 pounds 
6 ounces. Baby had improved considerably. He 
smiled and was much more active, did not sleep 
so much as previously, eyes not so puffy. May 6. 
Weight 11 pounds 14 ounces. Mother reported 
that he was much improved. May 15. Weight 
12 pounds 8 ounces. Condition improved. Or- 
ders, increase thyroid to grains 0.5 (14 grain 
twice a day). The tongue was less prominent, 
the bowels more regular, the yellow tint to the 
face was noticeable only when the child was ex- 
posed to cold. May 22. Weight 11 pounds 14 
ounces. Continued improvement. The child 
played more and noticed things more. The skin 
was of finer texture. The bowels were some- 
what constipated. May 26. Weight 11 pounds 
12 ounces. Baby more active than ever before 
and skin warmer. Thyroid grains 0.5 and grains 
0.2 on alternate days had been given for the past 
four days. Formula, whole milk 8 ounces, boiled 
water 5 ounces, lactose 114 tablespoonfuls; two 
ounces after each breast feeding. Thyroid not 
changed. May 29. Weight 12 pounds just after 
being fed. Child doing much better, though he 
regurgitated a little after each feeding. Bowels 
constipated. X-ray. Heart shadow a little prom- 
inent to the left. Supracardiac dullness not in- 
ereased. No evidence of enlarged thymus. The 
glands about the lung roots were somewhat in- 
creased in size and density. Lung fields clear as 
far as could be determined. June 2. Weight 12 
pounds 4 ounces. Slight color in cheeks. The 
baby felt very well. No vomiting after feeding. 
Orders, orange juice, thyroid gr. 14 twice daily. 
June 16. Formula, whole milk 15 ounces, water 
5 ounces, lactose 2 large tablespoonfuls. June 
28. Weight 13 pounds. Getting on well, but a 
little weak ; did not sit up. Brighter and tried to 
speak. Getting three tablets daily. Bowels ca- 
pricious. Frequent wetting of diaper. Possibly 
impaired milk supply. Apparently not always 
satisfied with combined feeding. Still showed 
eretinoid characteristics,—jowls, sparse hair, 

**Whole milk 10 ounces, water 11 ounces, boil three minutes, 


eane sugar 2 level tablespoonfuls; 3 ounces every 3 hours for 
7 feedings. 


1128 
om 
| | 
} 
| 
| 
| 
| 


Volume 191 
Number 24 


CABOT CASE RECORDS 


1129 


thiek protruding tongue, Skin rather loose and 
dry on hands. Hernia distinctly improved. Or- 
ders: Beeause of undernutrition—flabbiness 
and gain of only one ounce in weight—put him 
on thyroid gr. 34 daily, give 1% ounce more of 
the formula, also cereal and zwiebach. July 7. 
Weight 14 pounds 6 ounces. Fine improvement. 
Getting strong. Tries to sit up, bright, active, 
playful. Appetite very poor. Bowels normal 
for the first time. Cretinoid signs less apparent. 
Hair sparse. Orders: Increase tablets to one 
grain daily and feed as before. July 23. Weight 
14 pounds 10 ounces. Child doing splendidly. 
Very vigorous and active. Excellent muscula- 
ture, particularly the abdominal. Unable to sit 
up as yet. Still breast fed. Cretin qualities hid- 
den until he smiles. Jowls prominent and tongue 
appeared large. No signs of teeth. August 11. 
Weight 16 pounds. Came in because of small 
mass on the right heel and for increase in feed- 
ing. Showed continued improvement. Mass on 
heel to be watched. Continue thyroid one grain 
daily. September 3. Weight 16 pounds 13 
ounces. Two teeth had erupted in the past two 
weeks, coming very hard. Child seemed much 


PLATE III. Age nine months. After six months’ treatment. 
brighter. Ear had to be opened because of ab- 
scess. Not yet able to sit by himself, though he 
tried. Tongue seemed a little large. Except, 
however, for a slight tendency to keep his mouth 
open and only slightly suggestive dull expression 
the child did not look like a cretin. Hair dry 
and coarse. Fontanel two fingers. Skin soft. 
Orders: .6 ounces of milk after breast feeding 
and full varied diet for age; including one dram 


of yolk of egg daily. Continue thyroid gr. 1 
daily. September 17. Weight 18 pounds. Do- 
ing well, but still had cretinoid behavior. Tongue 
protruded and fairly thick. Came in for dry 
cough which began the night before. Throat. 
slightly raw and red. Orders. 3-5 drops of 
mixture* in each nostril when lying on back. 
Codliver oil and phosphorus half an ounce t.i.d. 
Wine of ipecac 5 drops t.i.d. Increase thyroid 
to gr. 11% daily. 


Discussion 
BY DR. FRITZ B. TALBOT 


The features to be emphasized in the physical 
examination are the yellow tint of the skin with 
normal sclerae in a thirteen weeks old infant. 
Jaundice is not present at this age without the 
yellow tint in the sclerae, and when such find- 
ings as these are found one should be suspicious 
of the possibility of cretinism. An electrocar- 
diogram was taken and showed a low T wave. 
It has been found in this clinic that a low T 
wave is characteristic of hypothyroidism. The 
laboratory tests showed a diminished hemoglo- 
bin and a lowered blood sugar, otherwise the 
blood chemistry was normal. A further and 
more careful examination showed the significant 
features of a wrinkled forehead, very low hair 
line, pig-like expression of the eyes, flat-bridged 
nose, protruding thickened tongue, short neck, 
prominent abdomen, umbilical hernia, a hoarse, 
thick voice, and slightly coarse hair. These find- 
ings were sufficiently marked to make a diagnosis 
of cretinism. The baty was then given thyroid 
and treatment followed in the Out-Patient De- 
partment. 

The amount of thyroid was increased so that 
at six months the baby was receiving three-quar- 
ters of a grain a day and at eight months a grain 
and a half a day. 

The important physical features of this case 
are the data upon which the early diagnosis of 
eretinism was made. All instances where a yel- 
low tint of the skin, especially in the cheeks, per- 
sists after the early weeks in which icterus ne- 
onatorum may appear, should be viewed with 
suspicion. If there is no yellow color to the 
sclera the burden of proof is on the physician to 
prove that the child is not a cretin before allow- 
ing it to pass from his observation. ' 

Other signs of cretinism were manifest in this 
case, and it was possible to commence very early 
treatment. The importance of early treatment 
is obvious when the eventual mental develop- 
ment of a cretin is taken into consideration. 
Many authorities do not believe that a cretin can 
ever be brought up to normal mentality. In this 
clinic we believe that this'failure to develop nor- 
mally is due to a lack of thyroid during the early 
months of life when the brain is growing very 
rapidly. Failure to diagnose cretinism early is 

*Iodin gt. %, menthol gr. %, camphor gr. %, benzoin § i. 
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common. Most text-books say that it is rarely 
possible to do so before the sixth or eighth month 
of life. If it is not recognised before this period 
and treatment is not commenced, the critical 
period of greatest growth of the body and espe- 
cially of the brain is passed before treatment is 
commenced. If, on the other hand, the condi- 
tion is recognised early and thyroid is adminis- 
tered during this period of very rapid growth, 
better results are to be expected. Early diagno- 
sis and treatment have resulted in a few in- 
stances in almost complete mental development. 
It would seem, therefore, that the secretion of 
the thyroid gland is necessary for the complete 
development of the ‘‘mental’’ portions of the 
brain, and, theoretically, that if this develop- 
ment is attained during the critical period, and 
later in life thyroid omitted, the child will not 
slip back into ecretinism, but will become myx- 
edematous. Renewal of treatment should theu 
bring the patient back to normal again. 

The early diagnosis of cretinism consequently 
is of the greatest importance. Early symptoms 
and signs which should suggest such a diagnosis 
are of importance in the following order,— 

1. Orange to lemon-yellow tint of the skin of 
the face without yellowing of white of the eyes. 
2. Slightly enlarged and thickened tongue. 

3. Slightly hoarse voice. 

4. Flattened bridge of the nose. 

5. A suggestion of the characteristic pig-like 
expression of the eyes. 

Other signs of eretinism do not appear until 
the condition becomes more pronounced. It is 
possible that sufficient thyroid to retard the ap- 
pearance of the symptoms comes to the baby from 
the mother’s milk. This, however, has not been 
proved. With inereasing age the skin gradually 
becomes dry and thick, the hair sparse and 
coarse, and as growth progresses the proportions 
of the body become abnormal. The trunk con- 
tinues to grow at almost a normal rate, but the 
legs, arms, and feet do not, and as a result the 
extremities are relatively and absolutely shorter 
than normal. This becomes sufficiently pro- 
nounced to result in the characteristic appear- 
ance of cretinism, (see Plate II) and the signs 
outlined above become more marked. 

The treatment, of course, depends entirely 
upon the administration of thyroid extract. 
Care should be taken to obtain an active prep- 
aration. The dosage should be increased with 
increasing age and size of the child. A baby of 
three months can usually quickly work up to 
one-quarter of a grain a day, at six months half 
a grain a day, and at nine months three-quarters 
of a grain a day. Sometimes, as in this instance, 
as much as a grain and a half a day may be 
given at that age. In other instances a grain 
and a half cannot be given until some time in the 
second year. In the third year three grains a 
day are frequently necessary, and in the sixth 
year six grains a day may be necessary. 


Prognosis. If treatment is commenced after 
eight months of age growth is quickly stimulated 
so that the physical proportions of the infant 
rapidly approach the normal, and the legs, arms, 
and feet make up for their retarded growth. The 
mental growth is also stimulated up to a certain 
point, but in many instances a certain amount of 
mental backwardness persists throughout life. 
If on the other hand the treatment is commenced 
at the third month or earlier and there are no 
other complicating factors there is reason to be- 
lieve that both physical and mental development 
will be normal. ; 

A Srupent: What is the differentiation by 
physical signs between an early Mongolian idiot 
and a cretin? 

Dr. TaLBot: The time of ossification in the 
bones of the wrist is delayed in cretinism and 
normal in Mongolian idiocy. 

Although the joints are loose in the cretin, 
there is extreme flexibility of the joints which 
is more marked and characteristic in the mongol. 

The skin of the cretin is doughy and yellowish, 
with a superficial dry shiny layer, and the deep 
layers are thickened. The mongol on the other 
hand has a smooth, soft skin under which there 
may be adipose tissue if the nutrition is good. 
Its color is never yellow. The face of the cretin 
is pale, yellow and earthy, while that of the mon- 
gol is red as if painted. There is marked diminu- 
tion of perspiration in the cretin. This may or 
may not be present in the mongol. : 

The expression of the cretin is apathetic and 
sometimes anxious, the forehead being wrinkled, 
while the expression of the mongol is cheerful, 
stupid and often comical. 

The hair of the cretin is sparse, brittle and 

coarse, while that of the mongol is fine and more 
normal. 
The eyelids of the cretin are thickened and 
pseudoedematous, while those of the mongol are 
slit shaped, the outer canthus is tipped up, and 
there is accentuation of the epicanthic fold. 

In the cretin the mucous membranes are 
thicker, and in the mongol the tip of the nose 1s 
like a button. : 

The behavior of the cretin is stupid and 
sleepy, while that of the mongol is restless. 


DIAGNOSIS 
Cretinism. 


CASE 10503 
SurcicaL DEPARTMENT 


An Irishman of fifty-seven, a cook, entere 
September 16 complaining of cramp-like pain 
in the lower abdomen of eight months’ dura- 
tion. 

F. H. Good as far as known. 


P. H. He had had measles or scarlet fever, 
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and was ill in bed a year after it with fever and 
a ‘‘stomach cough.’’ He recovered completely. 
At twenty-seven he had a bad case of Neisser in- 
fection, poorly treated. At thirty-seven he 
had a peritonsillar abscess lanced. The same 
year he had influenza. He had very rare head- 
aches and very occasional tinnitus. 


Habits. He drank 8-15 glasses of beer daily 
when it was available, and had taken some since 
prohibition, with gin, ete. He smoked fifteen 
pipes daily. For thirty years he had been a 
cook, working often under pressure and eating 
irregularly. 


P. I. Five years ago he began to have a full, 
heavy feeling in his stomach after eating. This 
was present off and on until a year ago. Then 
he had constipation, requiring salts once or 
twice a month. He also noticed an occasional 
blood streak and grayish slimy masses in his 
bowel movements. Ten months ago he began 
to have cramp-like pains in the lower abdomen, 
making him feel he could not get to the stool 
quickly enough. Often he could pass little or 
no fecal material and the sensation would soon 
pass off. These attacks soon came seven or 
eight times daily and two or three times at 
night. The mucus and blood streaks persisted. 
Sometimes during the past five months the 
stools were tarry black. Four months ago he 
had X-rays and a proctoscopic examination at 
‘a Boston hospital. Both were negative. For 
two months he had had occasional nausea, re- 
lieved only by a peppermint medicine given by 
his physician. He had never tried soda with 
benefit. During the past month the cramp- 
like pain had not been so generalized as former- 
ly, but tended to radiate toward and some- 
times to the genitals and rectum. Tenesmus, 
however, had been a rare occurrence. Since 
the onset of the diarrhea his bowels had moved 
without catharsis. He urinated two or three 
times at night. Two years before admission 
he weighed 168 pounds, his best weight. His 
present weight was 155. There had been no 
recent loss, in fact he thought he had gained 
- three pounds in the past month. 


P. E. Slightly obese. Chest emphysema- 
tous and barrel shaped. Lungs. Rather loud 
bronchial breathing over the left posterior axil- 
lary line. Heart enlarged to the left. Apex 
impulse not found. Percussion measurements 
as shown in the diagram. Sounds very indis- 

45 tinct and distant. No 

murmurs made out. 
B. P. 110/80. Pulses 
and arteries normal. 
3 85 @ % Electrocardiogram. Nor- 
mal rhythm. Rate 90. 
Abdomen protuberant, very poorly relaxed, so 
that palpation was almost impossible. Geni- 
tals rather infantile. Rings slightly relaxed. 
Rectal tone good. Prostate broad and tender. 


Pupils and reflexes normal. Fundi. Thick 
walled small calibered vessels with engorged 
veins. Very red retinae with fuzzy appear- 
ance, especially in the left eye, where the details 
were blurred and the dises obscure. 

Before operation 7. 97°-101.4°, P. 70-100, 
with a rise to 125 the morning of operation; R. 
normal; urine, amount not recorded, sp. gr. 
1.022, no albumin or sugar; blood, hgb. 90%, 
leucocytes 13,000, polynuclears 81%; Wasser- 
mann negative ; stools, jelly-like red fluid at one 
examination, slightly yellow-red streaks at an- 
other, red at the third. Guaiac very strongly 
positive at all. Mucus and macroscopic blood 
at two. Gastric analysis. Fasting contents. 
55 ¢.c. slightly turbid white material with 
mucus. No free HCl. Total acid 6 cc. N 


10. 
Microscopically no blood; 
many pus cells. Test meal. 35 ¢.c. white floc- 
eculent material. Free HCl 35 e.c. 


Guaiac negative. 


10. 
acid 54 c.c. N Guaiac negative. Microscopical- 
10 


ly as above. X-ray. Barium enema revealed an 
irregular filling defect in the sigmoid with par- 
tial obstruction of the barium column at this 
point. (Conclusion withheld.) . . Right 
upper chest slightly less radiant than left. 
Markings throughout this region were in- 
ereased in size and fuzzy in outline. The 
changes extended well out into the periphery of 
the lung. There was no mottling, however, in 
the lung substance. The hilus shadows were 
not increased. The diaphragm was in its usual 
position. No limitation of respiratory motion. 
Heart shadow appeared normal. Aortic knob. 
a little tortuous. No definite pathology found. 


The patient had marked urgency to defecate 
many times in the day without result. He 
had pain with movements or cramps previous 
to movements radiating to the groin, scrotum 
and rectum. September 21 he had cramp-like 
pain in the lower abdomen all the evening, with 
rather frequent soft movements. There was 
slight rise in temperature (101°) with a red 
throat and increase in respiration. Septem- 
ber 23 his slight respiratory infection had dis- 
appeared. 

September 25 operation was done. Next 
day the temperature was 100.5°-101.1°, the 
pulse 100-120. September 27 the abdomen was 
soft but considerably distended. The patient 
vomited that day. He was relieved by a stom- 
ach wash. The stomach was markedly dilated 
and full of black-brown fluid. He had some 
pelvie sepsis, no general peritonitis. The urine 
showed rare red cells, many leucocytes, sp. gr. 
1.020. September 28 a medical consultant re- 
ported, ‘‘Very marked sweating. Skin very 
cold and clammy. Pulse 120. Lungs clear. 
Heart sounds rapid, regular and distant. Ab- 
domen in good condition. Systolic B. P. 65, 
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diastolic not obtained. I think the patient|and the man who wrote the history said five 
should be treated energetically as for shock,—| years ago. | 

hot water bottles, intravenous saline now and| I do not know whether the record means that 
blood transfusion if salt does not bring him|he had never used soda or that he had used it 
back. He needs a little morphia now.’’ The|and it had not benefited him. The reason I com- 
temperature rose to 102.2°, the pulse to 145.] ment on it is because it is of interest to know, 
September 29 the patient died. in these digestive cases, whether the patient was 
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larium’ enema. Shows an irregular filling defect in the sig moid with partial obstruction of the barium at this point. 


DIscussION to take and with what 

: ere are two or three things to speak 0 

BY DS. EDWARD aside from the general picture, which is very 
Apparently the patient and the man who} suggestive: (1) the statement we reiterate so 
wrote this history had different ideas as to when| often, that any change in the normal bowel hab- 
this present illness began. The patient said it] its of any one over fifty ought to be the sub- 
began eight months ago with cramp-like pains,| ject of investigation; (2) the fallacy of taking 
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as final the report of any X-ray. I do not know 
that that was done here, but the record sug- 
gests that it was done by the patient at least. 
X-ray is of course the greatest single bit of evi- 
dence we have in a good many conditions, in 
stomach and duodenal lesions and trouble in 
the large bowel. But it is not final, and to give 
out that there is negative or even positive evi- 
dence of trouble in either place, unless the pos- 
itive is very definite of course, is wrong, and 
any physician should be very careful in accept- 
ing it, particularly when the evidence given out 
is against the clinical evidence such as we have 
here in the story. As we get this story it 
sounds to us so definite of organic trouble in 
the gastro-intestinal tract that as we look back 
on it it seems as though it must have been more 
evident four months ago or even longer. 

On the story alone it is not clear where it is. 
At first we wonder whether it is trouble in the 
stomach, but as time goes on the alternating 
constipation and diarrhea, the mucus and blood 
in the stools, certainly point more toward 
trouble in the large intestine. And I think it is 
always a question whether in the face of symp- 
toms like these we should not pay attention to 
the clinical evidence even though a competent 
X-ray man has said he can find nothing. Be- 
cause certainly the persistence of symptoms 
such as this is very definite. 

I suppose the record means that he had the 
appearance of the chest which in previous years 
used to be considered evidence of emphysema 
but which apparently does not go with the 


signs. 

This X-ray appearance fits in so definitely 
with what we have been reading in the history 
that it would seem to make the diagnosis for us 
even though the conclusions are withheld. 

In view of the fact that we have a pretty defi- 
nite bit of evidence coinciding with the clinical 
evidence of trouble in the sigmoid, it is worth 
while to emphasze that trouble ‘‘somewhere’’ 
in the gastro-intestinal tract can cause symp- 
toms pointing almost anywhere in the tract 
early in the game. That is, trouble in the 
stomach ean cause constipation and symptoms 
apparently pointing toward the lower bowel, 
and trouble in the lower bowel can cause indi- 
gestion and distress at times suggesting trouble 
higher up. | 

It seems to me that we cannot make any 
diagnosis other than carcinoma of the sigmoid. 
Operation would be an abdominal operation 
first to see whether or not there were metatases, 
then to see whether a radical resection could 
be done; preferably in one stage; in two if it 
seemed to be too big a bite for one operation. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the sigmoid. 
PRE-OPERATIVE DIAGNOSIS 


Carcinoma of the sigmoid. 
Diverticulitis. 
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the bowel invaginated into the distal for ? 
tance of three inches. Although as much 

as possible had been removed previous to 
suture there was still a great deal of fat t 
draw together over the bowel. The omentum 
was then pulled down about the suture line and 
two cigarette drains placed on either side of the 
gut. The abdominal wound was sutured. Be- 
tween the fascia and the skin three short rubber 
dam wicks were placed emerging between the 
skin stitches. 


PATHOLOGICAL REPORT 


A section of large intestine 10 cm. long. On 
section the mucosa shows an annular growth 
encircling the lumen, 7 cm. in length, having a 
fine polypoid-like surface. No glands could be 
found in the mesenteric fat. 

Microseopical examination shows irregular 
gland tubules composed of atypical columnar 
epithelial cells invading the muscular walls. 

Adenocarcinoma. 
FURTHER DIscussION 

They thought there was diverticulitis. I do 
not see in the X-ray anything to make us think 
that. Of course it is true that carcinoma of 
the sigmoid develops often on the basis of an 
old diverticulitis. But the barium enema will 
as a rule show the diverticula fairly plainly. 

In the X-ray plate of the chest they did not 
find much. In the second plate there is a fill- 
ing defect, almost complete, in the sigmoid. Is 
there anything here suggestive of  diverticu- 
litis? 

Dr. Joun D. Camp: TI think sometimes with 
a diverticulitis or peridiverticulitis we might 
get a picture similar to that, but I should think 
you would get some evidence of the presenée of 
diverticula above the localized filling defect 
seen here. 

Dr. Youne: It is pretty rare to have it as 
definitely localized as that was and not to show 
anything more. | 

Perhaps they should not have stated ‘‘no 
general peritonitis’? quite so dogmatically. I 
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diastolic not obtained. I think the patient 


should be treated energetically as for shock,—| y 


hot water bottles, intravenous saline now and 
blood transfusion if salt does not bring him 
back. He needs a little morphia now.’’ The 
temperature rose to 102.2°, the pulse to 145. 
September 29 the patient died. 


and the man who wrote the history said five 


ears ago. 

I do not know whether the record means that 
he had never used soda or that he had used it 
and it had not benefited him. The reason I com- 
ment on it is because it is of interest to know, 
in these digestive cases, whether the patient was 


Barium’ enema. Shows an irregular filling defect in the sig moid with partial obstruction of the barium at this point. 


DISCUSSION 
BY DR. EDWARD L. YOUNG, JR. 
Apparently the patient and the man who 
wrote this history had different ideas as to when 


this present illness began. The patient said it 
began eight months ago with cramp-like pains. 


accustomed to take soda, and with what result. 

There are two or three things to speak of 
aside from the general picture, which is very 
suggestive: (L) the statement we reiterate so 
often, that any change in the normal bowel hab- 
its of any one over fifty ought to be the sub- 
ject of investigation; (2) the fallacy of taking 
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as final the report of any X-ray. I do not know 
that that was done here, but the record sug- 
gests that it was done by the patient at least. 
X-ray is of course the greatest single bit of evi- 
dence we have in a good many conditions, in 
stomach and duodenal lesions and trouble in 
the large bowel. But it is not final, and to give 
out that there is negative or even positive evi- 
dence of trouble in either place, unless the pos- 
itive is very definite of course, is wrong, and 
any physician should be very careful in accept- 
ing it, particularly when the evidence given out 
is against the clinical evidence such as we have 
here in the story. As we get this story it 
sounds to us so definite of organic trouble in 
the gastro-intestinal tract that as we look back 
on it it seems as though it must have been more 
evident four months ago or even longer. 

On the story alone it is not clear where it is. 
At first we wonder whether it is trouble in the 
stomach, but as time goes on the alternating 
constipation and diarrhea, the mucus and blood 
in the stools, certainly point more toward 
trouble in the large intestine. And I think it is 
always a question whether in the face of symp- 
toms like these we should not pay attention to 
the clinical evidence even though a competent 
X-ray man has said he can find nothing. Be- 
cause certainly the persistence of symptoms 
such as this is very definite. 

I suppose the record means that he had 
appearance of the chest which in previous years 
used to be considered evidence of emphysema 
but which apparently does not go with the 


This X-ray appearance fits in so definitely 


with what we have been reading in the history 
that it would seem to make the diagnosis for us 
even though the conclusions are withheld. 

In view of the fact that we have a pretty defi- 
nite bit of evidence coinciding with the clinical 
evidence of trouble in the sigmoid, it is worth 
while to emphasze that trouble ‘‘somewhere’’ 
in the gastro-intestinal tract can cause symp- 
toms pointing almost anywhere in the tract 
early in the game. That is, trouble in the 
stomach can cause constipation and symptoms 
apparently pointing toward the lower bowel, 
and trouble in the lower bowel can cause indi- 
gestion and distress at times suggesting trouble 
higher up. 

It seems to me that we cannot make any 
diagnosis other than carcinoma of the sigmoid. 
Operation would be an abdominal operation 
first to see whether or not there were metatases, 
then to see whether a radical resection could 
be done; preferably in one stage; in two if it 
seemed to be too big a bite for one operation. 


DR. YOUNG’S PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the sigmoid. 
PRE-OPERATIVE DIAGNOSIS 
Carcinoma of the sigmoid. 
Diverticulitis. 


Gas and ether. Left suprapubic rectus 
splitting incision. A great deal of fat was 
found throughout the whole abdomen and par- 
ticularly large appendices epiploicae on the 
whole of the sigmoid and upper rectum. At 
the rectosigmoid junction was a large mass, ap- 
parently carcinoma with infection, and some- 
what enlarged glands in the mesorectum. The 
liver showed no evidence of metastasis. An 
area about six inches long with the surround- 
ing fat and glands was removed, the sigmoid 
being cut through with actual cautery and iso- 
lated. A large rubber tube was inserted down- 
ward distal to the bowel segment and out 
through the rectum, and a suture then made of 
the sigmoid to the rectum. The tube was then 
sutured to the gut and the proximal portion of 
the bowel invaginated into the distal for a dis- 
tance of three inches. Although as much fat 
as possible had been removed previous to the 
suture there was still a great deal of fat to 
draw together over the bowel. The omentum 
was then pulled down about the suture line and 
two cigarette drains placed on either side of the 
gut. The abdominal wound was sutured. 
tween the fascia and the skin three short rubber 
dam wicks were placed emerging between the 
skin stitches. 


PATHOLOGICAL REPORT 


A section of large intestine 10 cm. long. On 
section the mucdsa shows an annular growth 
encircling the lumen, 7 cm. in length, having a 
fine polypoid-like surface. No glands could be 
found in the mesenteric fat. 

Microscopical examination shows irregular 
gland tubules composed of atypical columnar 
epithelial cells invading the muscular walls. 

Adenocarcinoma. 
FuRTHER DISCUSSION 


They thought there was diverticulitis. I do 
not see in the X-ray anything to make us think 
that. Of course it is true that carcinoma of 
the sigmoid develops often on the basis of an 
old diverticulitis. But the barium enema will 
as a rule show the diverticula fairly plainly. 

In the X-ray plate of the chest they did not 
find much. In the second plate there is a fill- 
ing defect, almost complete, in the sigmoid. Is 
there anything here suggestive of diverticu- 
litis? 

Dr. Jonn D. Camp: I think sometimes with 
a diverticulitis or peridiverticulitis we might 
get a picture similar to that, but I should think 
you would get some evidence of the presenée of 
diverticula above the localized filling defect 
seen here. 

Dr. Youne: It is pretty rare to have it as 
definitely localized as that was and not to show 
anything more. 

Perhaps they should not have stated ‘‘no 
general peritonitis’? quite so dogmatically. I 
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should like to be almost as dogmatic as they 
were, and say he died of general peritonitis. 
_.. evidence in the lowered blood pressure and 
_hoek-like symptoms due to the toxic products 
of sepsis. I do not know what else to say it is. It 
seems a pretty long ery to say shock four a 
after operation, and certainly there has to 

something to cause this. Dr. Richardson has 
educated us to the recognition of the fact that 
the majority of these cases do die of sepsis, and 
although there is no slightest evidence other 
ey bao general symptoms I think that is the 


X-RAY INTERPRETATION 


Findings are probably due to malignant 
disease of the sigmoid. 


CLINICAL DIAGNOSIS (FROM HOSPITAL RECORD) 


Carcinoma of the sigmoid colon. 
Dilatation of the stomach. 
Resection of sigmoid colon. 


DR. EDWARD L. YOUNG’S DIAGNOSIS 


Carcinoma of the sigmoid colon. 
General peritonitis. 


ANATOMICAL DIAGNOSIS 
1. Primary fatal lesion 
(Adenocarcinoma of the sigmoid colon.) 
2. Secondary or terminal lesions 


Necrosis of sigmoid flexure, lower part. 
Focal fatty metamorphosis of the liver. 


3. Historical landmarks 


Resection of colon for carcinoma. 
Nephrolithiasis. 


Dr. Ricnarpson: Examination in this case 
was made through the wound of operation. As 
far as the notes go no definite peritonitis was 
made out. There was some necrosis of the sig- 
moid flexure in the region of the operation 
wound, but the note further says that the sutur- 
ing there appeared to be intact. 

No evidences of metastases were found. The 
stomach seemed to be all right, a little large. 
There were numerous stones in the gall-bladder. 
The bile-ducts, pancreas, kidneys were nega- 
tive. The chest was not examined. In the 
pelvis of each kidney there was a small stone. 

Dr. Youna: Were the kidneys perfectly 
good grossly? The stone had not caused ob- 
struction? 

wr. Rictarpson: Apparently not. 

Dr. Canor: Cancer was the main cause of 
death? 

Dr. Ricnarpson: It is hard to say, the ex- 
amination was so restricted. 

Dr. Youne: It is interesting because pelvic 
operations of course have surprisingly little 
shock to them compared with operation higher 


in the abdomen. I do not think we really know 
just why he did go to pieces this way, unless he 
did not have even strength to swing an opera- 
tion of this size. 
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PREVENTION OF POSTOPERATIVE HERNIA 


F. (Northwest Medicine, April, 
A muscle-splitting incision should be used when 
possible. In long incisions muscle fibers must not 
be sacrificed needlessly, and the motor nerves must 
be saved.- The fascia is the strongest structure in 
the abdominal wall and it is very essential to close 
it properly. It is frequently under tension and 
unites more slowly than muscle tissue; for this rea- 
son it is necessary to overlap each layer separately. 
When closure under tension is unavoidable the pa- 
tient’s shoulders should be kept in a semi-reclining 
position and the knees elevated on pillows (the “jack- 
knife” position) for a week after operation. Tension 
or stay-sutures are valuable to prevent strain on the 
fascia stitches. A gain in weight after operation, 
especially in obese subjects, should be avoided be- 
cause it increases intra-abdominal tension and weak- 
ens the abdominal wall. The use of an elastic belt 
checks the tendency to rapid accumulation of fat. 


Biapper INsury During HERNIA OPERATIONS 


Watson, Leicn F. (American Journal of Surgery, 
April, 1924). 

Large, irreducible, or strangulated hernias often 
present unusual difficulties, sometimes taxing the 
skill of the most experienced operators. The danger 
lies in accidental injury to the bladder, intestine, 
blood vessels or vas deferens. The bladder is in- 
volved in about one per cent. of all inguinal hernias 
in adults. In certain cases it is only by a most care- 
ful examination of the sac that bladder injury can 
be avoided. Bladder wall should be suspected when 
the sac is thick, when it is covered by a quantity of 
lemon-colored properitoneal fat, or wheri there are 
numerous blood vessels on its surface. When the 
bladder is in the sac wall it is nearly always on the 
inner side, and for this reason the sac should alway> 
be opened at a thin white point on the outer side. 


Catctium Casts IN YELLOW FEVER 


HorrManN, of Havana, reports (Miinch. med. . 
July 4, 1924) his observations of the kidneys in 
yellow fever. He found calcium casts present in -— 


out of 28 human cases; and in dogs, but not in 
guinea-pigs, artificially infected with Leptospira icte’- 
oides. He believes this finding is of an oe 
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ResULTS OF SURGERY AND or SuRGceRY Comuinep with 
ROENTGEN-Ray TREATMENT IN ExopuTHaLMic GOoITer 


Ricnuagpson, E. P., and Means, J. H. (Archiv 
Surgery, September, 1924). ade. 

These authors report on the work done at the 
Massachusetts General Hospital. They state that. 
in regard to the technical difficulty of the operation 
itself, it is their opinion that the cases treated by 
X-ray show no noteworthy increase in operative diffi- 
culty and that, therefore, one need not consider this 
aspect of the situation in relation to the use of X-ray. 
They carefully analyze and group their series of 
cases, presenting many interesting charts and tables, 
and draw the following general conclusions: 

1. The patient’s general condition following liga- 
tion of the superior thyroid arteries, rather than the 
metabolic rate, should be the guide to the time of 
further operation. 

2. Ligation of the superior thyroid arteries ap- 
pears to be slightly more effective in patients having 
previously had roentgen-ray treatment. 

3. We have no evidence as yet that the effective- 
ness of roentgen-ray treatment is increased by pre- 
vious ligation of the superior thyroid arteries. 

The degree of benefit received from hemithy- 
roidectomy is not increased by previous roentgen-ray 
treatment. 

5. Hemithyroidectomy, although occasionally cur- 
ative, is not a desirable step in the surgical treat- 
ment of exophthalmic goiter. It should be followed 
as a rule by completion of the operation of subtotal 
thyroidectomy within a few months. 

6. We have no reason to believe that myxedema 
is more likely to occur following subtotal thyroidec- 
tomy in patients who have undergone roentgen-ray 
treatment than in those who have not. 

7. The effect produced by surgery in the treatment 
of exophthalmic goiter appears little modified by pre- 
vious roentgen-ray treatment. 

[E. H. R.] 


RECONSTRUCTIVE SURGERY OF THE HAND 


BuNNELL, S. (Surgery, Gynecology and Obstetrics, 
September, 1924). 

This author presents a most excellent article on 
this important subject, profusely illustrated with 
accurate charts and photographs of results accom- 
plished. He is most minute in his detail description 
and lays down some very important first principles 
upon which success depends. He states emphati- 
cally that joints must be mobilized before tendons 
are repaired or no motion will result. We cannot 
expect a newly repaired tendon to move a stiff joint. 
We should not repair a bone and at the same time 
a tendon or joint. The former demands postopera- 
tive immobilization, = the latter mobilization. The 
article is of extreme value. 

H. R.] 


CHrHOoLFc MY AND C U0 
TOMY 
DuBose, F. G. (Surgery, Gynecology and Obstet. 


rics, September, 1924). 

This author, while not advocating these two opera- 
‘ions as to replace cholecystostomy and cholecystec- 
‘omy, shows their definite advantages in certain defi- 
nite cases and gives in detail the technic. The article 
sw ted. 

ell illustra H.R] 


INCARCERATED HERNIA INTO THE UmBILicaL 


Fow ad Bove, of Riga, report (Miinch. med. 
saan 1924) a case of incarcerated hernia 


‘Voch., August 29, 
nto the umbilical cord by radical operation 
{R. M. G.) 


‘ine hours post partum. 


INFECTIONS OF THE HAND 


Gartock, J. H. (Surgery, Gyneco and Obstet- 
rics, August, 1924). =e 

This author writes a very interesting, concise, and 
readable article of 26 pages on this extremely im- 
= subject, and draws the following conclu- 
sions: 

1. The vast majority of simple abscesses of the 
hand are, as a rule, easily recognized and may be 
treated adequately. The occasional case of abscess 
over the site of a clearly defined anatomical syno- 
vial compartment or fascial space often offers con- 
siderable difficulty in differential diagnosis. Recog- 
nition of the importance of minor signs would seem 
to tend to overcome this difficulty. 

2. Localized cellulitis of the digits and hand often 
simulates closely the more severe infections of the 
tendon sheaths or fascial spaces. As conservative 
treatment practically always results in a cure and 
as unnecessary incisions usually aggravate the con- 
ditions present, it becomes imperative to study most 
carefully the various symptoms and objective find- 
ings in each individual case so that a positive diag- 
nosis may be arrived at. 

3. Isolated abscess of the web spaces is not an 
infrequent form of hand infection. The physical 
signs are distinctive and, to secure adequate drain- 
age, the web may be split from front to back, for 
no untoward sequelae followed this procedure. 

4. The successful treatment of collar-button ab 
scess depends mainly upon the recognition and iso- 
lation of the tiny sinus connecting the superficial 
and deep pockets. The latter is very often the more 
extensive of the two. The results in this group are 
most satisfactory, two out of the 42 in this series 
presenting slight permanent anatomical defects. 


5. Paronychia is probably more often unilateral 
than total. It is better apparently to treat these early 
infections radically than to await the more evident 
typical “run around.” It is important to remember 
that, in the majority of instances (28 out of 42 cases 
here), the subungual region adjacent to the infected 
paronychium is also involved, requiring removal of 
the side and corner of the nail to secure proper 
drainage. The chronic cases, with fungus-like gran- 
ulations extending from beneath the eponychium, 
yield to the radical operation or a Bier’s hyperemia 
for a short while. 


6. Carbuncles are found on the dorsum of the 
hand and fingers, the pathology depending upon the 
anatomical peculiarities of the skin in this region. 
The successful treatment of this form of infection 
calls for the early recognition of the extent of path- 
ology present and wide radical incisions with under- 
mining of the skin flaps. 


7. Felons may be either well localized, involving 
only a part of the anterior closed space, or they may 
affect the entire space. The proportion in this series 
was 25 to 27 cases. Diagnosis usually offers very 
little difficulty. In the treatment, the important fac- 
tors are the time for incising and the anatomical 
position of the incision. It would appear that the 
side incision offers the best chance for a symptomatic 
cure. Where a discharge continues after satisfactory 
drainage, the cause is usually to be found in an 
osteomyelitis of some part or whole of the distal 
phalanx. Twenty-one of a total 62 cases presented 
this complication. Depending upon the extent of 
involvement, recovery results with conservatism in 
the mild cases and removal of the necrosed portion 
in the more extensive ones. With the epiphysis 
untouched, regeneration of at least part of the 
diaphysis occurs more often than is generally real- 
ized. The reconstruction of deformed tender scars 
constitutes another phase of the later treatment. 

8. Suppurative tenosynovitis of the flexor tendon 
sheaths should be considered a major surgical con- 
dition. In its successful treatment the ingenuity 
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and patience of the surgeon are frequently taxed to 
the utmost. When the subject is carefully analyzed, 
it appears that, until our knowledge of the anatomy, 
physiology and pathology of the tendons and their 
sheaths is more perfect, the best end-results can be 
obtai.ed by (a) an early diagnosis made possible 
by proper evaluation of physical signs; (b) early 
opera.ion, preferably during the first 24 hours; (c) 
performing the operation in a bloodless field with 
the patient under general anesthesia; (d) the use 
of properly placed and sufficiently long primary in- 
cisions; (e) making every attempt to avoid sec- 
ondary contamination and infection during the post- 
operative period: (f) reducing the use of drainage 
material to a minimum; (g) the early employment 
of active and passive motion and, later, of other 
physio-ttherapeutic remedies and devices; and (h) 
maintaining an attitude of constant close attention 
to details until treatment has been terminated. 

9. Suppurative ulnar bursitis follows either a 
tenosynovitis of the little finger or an extension 
from the radial bursa, the latter occurring in 33.3 
per cent. of the cases in this series. Diagnosis is 
not difficult when the history and previous pathology 
are known and when the various objective findings 
are carefully evaluated. The treatment calls for 
properly placed adequate incisions both in the hand 
and above the wrist and the application of the same 
principles outlined under suppurative tenosynovitis. 
To secure free drainage in particularly virulent 
cases, the anterior annular ligament may be split. 
No untoward results followed this procedure. When 
the infection extends beyond this sac, in the hand 
the middle palmar space or the radial bursa or both 
become infected, and in the forearm the deep spaces 
become involved. Great difficulty is experienced in 
attempting to analyze end-results because of their 
direct bearing on the outcome of the infection in 
associated anatomical regions. 

10. The observations recorded above apply equally 
as well to suppurative radial bursitis. Radial bur- 
sitis frequently follows traumatic amputations of the 
thumb. In making the incision, every effort should 
be made to avoid injuring the intrinsic muscles of 
the thumb so that the important apposing action 
may be preserved. It is rarely, if ever, necessary 
to split the annular ligament, for the upper end of 
the bursa can be thoroughly drained through the 
external lateral incision above the wrist. 

11. Thenar space infection is a most characteristic 
entity. The predominant diagnostic feature is the 
excessive ballooning out of the thenar eminence. 
Accepting the anatomical outline and limits of this 
space, treatment consists mainly in making the inci- 
sion advocated by Kanavel. A complete restoration 
of function can be expected in every uncomplicated 
case. 


12. The diagnosis of infections of the mid-palmar 
space should rarely offer any great difficulty. The 
outstanding single objective finding is the replace- 
ment of the normal concavity of the palm by a con- 
vexity. Bearing in mind the anatomical boundaries 
and position of this space, the reason for using the 
incision recommended becomes apparent. In the 
great majority of uncomplicated cases there is every 
reason to expect an excellent end-result—80 per cent. 
in this series. In other cases, the final outcome 
appears to be influenced by infections present in 
adjacent tendon sheaths and bursae. 

13. The important facts determined by an anal- 
ysis of the deep forearm abscesses were (a) that 
they were caused by extension from a preéxisting 
radial or ulnar bursa infection; (b) that the pus 
was situated deep to the flexor tendons; (c) that 
satisfactory drainage could be obtained only by the 
side incisions; and (d) that the final results were 
generally satisfactory. 

14. Suppurative tenosynovitis of the common ex- 
tensor tendon sheath is an uncommon condition. 
While not pathognomonic, the outstanding signs and 
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symptoms are inability to flex the fingers and the 
absence of positive findings on the anterior aspect 
of the hand. Simple splitting of the sheath seems 
to form the basis of treatment. It is interesting to 
note that necrosis of the extensor tendons occurs 
rarely. The number of good later results is thereby 
greatly increased. 

15. Osteomyelitis of the proximal or middle pha- 
langes usually follows incompletely drained flexor 
tenosynovitis. The proximal interphalangeal joint 
is very often also involved. The course of treatment 
followed will depend upon the extent of the disease, 
various cosmetic and economic factors, and the prog- 
ress of associated infections, and will range from 
simple conservatism to amputation. 

16. Infection of the palmar fascia is a rare con- 
dition, evidencing definite pathological findings and 
caused usually by the staphylococcus aureus. Treat- 
ment is simple and consists of incision with removal 
of the necrosed fascia. The results are good. 

17. Phlegmonous lymphangitis is a severe lym- 
phatic infection on the dorsum of the hand, forearm 
and often the arm, accompanied by necrosis of the 
subcutaneous tissues, superficial fascia and, some- 
times, large areas of skin. Marked systemic symp- 
toms manifest themselves and are ofteng severe 
enough to overwhelm the patient. Adequate drain- 
age through multiple incisions, maintenance of the 
fluid level of the body, the use of the Carrel-Dakin 
technique, and transfusions are the main factors in 
treatment. 

18. The intelligent treatment of hand infections 
demands a knowledge of the anatomy of the hand 
and the various pathological processes that may ex- 
ist. Every effort should be made to obtain the best 
result possible, for the hand, from the economic, 
social and cosmetic standpoints, is one of the most 
important organs of the human body. 

(EB. H. R.) 


SHAKESPEARE AND SYPHILIS 


In the same issue of the Annals of Medical History, 
Dr. PacKarp, the editor, collates an interesting series 
of references in Shakespeare's plays to syphilis and 
its manifestations. Hardly one of the plays does not 
contain some allusion of this sort, but they are par- 
ticularly numerous in “Timon of Athens.” 

M. G.} 


oF ANAPHYLACTIC DISEASES 


Hasos, from Koranyi’s third medical clinic .at 
Budapest, reports (Wien. klin. Woch., June 12, 1924) 
a series of cases of bronchial asthma, urticaria, and 
migraine as contributions to the etiology of the ana- 
phylactic diseases. All are characterized by eosino- 
philia ranging from 6 to 9 per cent. 

M. G.] 


Dr. BUTTES AND SHAKESPEARE 


In the Annals of Medical History for June, 1924, 
Dr. Toomey of St. Louis has entertainingly resur- 
rected the true history of Sir William Buttes of 
Norfolk, the physician of Henry VIII mentioned by 
Shakespeare. Born in Norwich, he received his elu- 
cation at Gonville College, Cambridge, and practised 
at first in that city, but removed to London after 
his appointment as court physician. Not only the 
royal family but many of the nobility were numbere!! 
among his patients; and he enjoyed the King’s con- 
fidence throughout his life. Under the name of D’. 
Butts, Shakespeare presents him in “The Famous 
History of the Life of King Henry VIII” as calline 
his monarch’s attention effectively to the ignominy 
with which Cranmer had been treated by the lords 
of the council. 

M. G.] 


— 
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Srupiges In EXHAUSTION: VII. 


Psy G. W. (Archives of Surgery, September, 
Crile presents a considerable series of experim 
iu relation to this subject and, after giving & general 
‘vummary, states in conclusion that these studies 
make it appear that the primary cause of exhaus- 
‘ion from autointoxication is identical with that of 
«xhaustion from other causes, i. e., the primary cause 
of the general exhaustion of the organism in auto- 
intoxication is exhaustion of the central nervous sys. 
tem, especially the brain. He shows numerous plates 
of pathological tissue to confirm these results. 
[E. H. R.] 


CONGENITAL HypRoNEPHROSIS 


_ E. V. (Archives of Surgery, September, 
19 


This author presents a review of the literature, 
with a report of two cases, and draws the following 
general conclusions: 

1. In 15,800 admissions to the Robert W. Long 
Hospital, there were two cases of congenital hydro- 
nephrosis. 

2. Congenital hydronephrosis may be defined as 
a dilatation of the renal pelvis with fluid, occurring 
early in life, and without a demonstrable or probable 
cause arising postnatally. 

3. Cohnheim’s dictum that sudden, complete ob- 
struction of the ureter causes primary atrophy and 
not hydronephrosis of the corresponding kidney is 
accepted without question in many textbooks and 
papers. 

4. The published results of ureteral obstruction 
in experimental animals are in sharp disagreement. 

5. Variations in capsular anastomotic blood sup- 
ply have been suggested as the cause of variable 
results of ureteral obstruction. Experimental work 
purporting to disprove this explanation has not (to 
my knowledge) been confirmed. 

6. It is suggested that differences in results of 
ureteral obstruction may be due to thé age of the 
animal; incidence of infection; degree of venous 
obstruction, and the method and site of obstruction. 

7. The theory that muscular insufficiency causes 
hydronephrosis is unsupported by convincing evi- 
dence. 

8. Congenital absence of a ureter cannot be a 
cause of hydronephrosis. 

9 Abnormal renal mobility, anomalies of the 
blood vessels, obliquity of ureteral insertion, and the 
presence of accessory ureters have all been proposed 
as etiologic factors in hydronephrosis, but are inade- 
quately supported by convincing evidence. 

10. The normal stenosis of the ureter is described, 
and the development of our knowledge of it is re 
viewed. Persistence of fetal irregularities has been 
neither proved nor disproved as a cause of congeni- 
tal hydronephrosis. 

11. Mechanical irritation and infection have been 
o‘dvaneed as causes of acquired ureteral stricture. 
The frequent occurrence of secondary infection in 
hvdronephrotic kidneys obscures the etiologic sig- 
nh fieanee of evidence of infection when it is observed 
in specimens. 

12. In Case 1, no vestige of a ureter could be 
found. The low specific gravity and high coagulable 
protein content of the fluid in the sac make it prob 
-ble that the fluid was more a transudate than urine. 
/'s aceumulation in the sac is ascribed to an edema- 
1 odueing mechanism, partly osmotic and partly due 
venous obstruction. 

13. In Case 2. no anomalies of position or blood 
supply were found to explain the hydronephrosis. 
The ureter showed a marked stenosis immediately 
helow the ureteropelvic junction. It is believed that 
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the few infiltrating cells and fibrosis of the submu- 
—_ ia not prove that the lesion was inflammatory 
n origin. 


{E. H. R.] 
PSIKAIN AS AN ANESTHETIC 


Wiu.statter, Gotriies, Bropt, KimMMEL, VoELCKER, 
BERINGER and WitmManns of Heidelberg present 
(Miinch. med. Woch., June 27, 1924) a symposium 
on psikain as a local anesthetic, discussing its syn- 
thesis, pharmacology, clinical action, and comparing 
it with cocain. It is particularly effective on mucous 
membranes. 

{R. M. G.] 


DIAGNosis OF SPINAL METASTASIS 


Scnoiz, of New York, presents (Miinch. med. 
Woch., August 1, 1924) a scheme for the Réntgen 
diagnosis of spinal metastasis in cases of neoplasm 
with clinically latent primary focus inside the tho- 
rax. He records a series of four cases. 

M. G.] 


ALIMENTARY LEUCOPENIA IN UTERINE CARCINOMA 


Simon, from Déderlein’s clinic at Miinchen, presents 
(Minch. med. Woch., August 15, 1924) a study of 
alimentary leucopenia in uterine carcinoma, as a 
contribution to cancer diagnosis. He reports a series 
of 29 cases, and believes his observations are of 
diagnostic value. 

{R. M. 


REACTION OF BoNE TO VARIOUS METALS 


‘ — A. A. (Archives of Surgery, September, 
9 

This author presents an extensive experimental 
study on this subject and draws the following con- 
clusions: 

“Gold, aluminum and stellite are readily tolerated 
by bone and tend to become encapsulated with but 
little hindrance to the reparative processes. They 
are inert materials, unaffected by the living cells 
and body fluids. This is contrary to the findings of 
Duval, Elsberg and Danborn, who observed that 
aluminum was absorbed when planted in the tissues. 

“Silver and lead are only slightly less tolerable to 
bone, but are easily corroded and evoke a slightly 
greater connective tissue response. 

. “Zine goes into solution readily and causes a slight 
connective tissue stimulation. It also interferes with 
bone regeneration and does not become encapsulated 
by it. 

“Contrary to Grove’s findings, nickel has a dis- 
tinctly injurious effect on bone growth. It is soluble 
in the tissue, which makes little attempt to retain it. 

“Also opposed to Grove’s observations are those 
regarding magnesium. In the experiments before 
mentioned, its behavior proves that it has little ac- 
tion other than as a connective tissue stimulant. If 
anything, it retards rather than accelerates bone 
production. 

“Copper causes definite stimulation to bone pro- 
duction, although being slowly absorbed. Some 
specimens suggest that it may be toxic to the tissue 
in the immediate vicinity, but an active stimulant 
at a distance. 

“Alloying copper and aluminum seems to perpetu- 
ate this toxic action, but without its far-reaching 
irritant effect, for copper aluminum bronze frankly 
interferes with bone regeneration and tends to be- 
come extruded. 

“Steel and, to a less degree, iron definitely inhibit 
bone regeneration. Steel, which is poorly tolerated 
and readily soluble, seems least suitable of all for 
bone prosthesis.” [E. H. R.] 
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THE END OF THE SPECTRUM 


THE value of the ultra violet invisible end of 
the spectrum, with a wave length of approxi- 
mately 2000 Angstrom units, has long been sus- 
pected in medical therapeutics, and now seems 
to be definitely established. Hess, Park, Hoag 
and others have demonstrated its efficacy in the 
treatment and prevention of rickets and tetany. 
Rollier has been its most famous exponent in the 
treatment of tuberculosis, various observers have 
claimed unique results from its employment in 
certain skin conditions, and as is usual with any 
new and spectacular therapeutie agent, it has 
been utilized in treating a variety of diseases 
from asthma to pelvie peritonitis with results 
that would be indeed startling if they could 
always be corroborated. 

The most generally available as well as the 
least expensive source of ultra violet light comes 
from the actinie ray of the sun, and at Alpine 
heights where atmospheric obstruction is at a 
minimum. Rollier has met with deserved success 
in its employment in the treatment of tubereu- 
losis. The sanatorium conducted by Lo Grosso 
at Perrysburg, New York, has also afforded a 
convincing demonstration of its value in this 
country. In all diseussions of the merits of the 
invisible ultra violet ray, however, it must be re- 


membered that it cannot permeate ordinary 
glass ; exposure, to be effective, must be direct. 

In the temperate zone and on the Atlantic 
seaboard the .availability of the natural solar 
source of the ultra violet ray is at a minimum. 
During our winters particularly when the sun’s 
rays come always at an angle a greater degree 
of light-absurbing atmosphere must be pene- 
trated than at Alpine altitudes. The propor- 
tion of cloudy days is greater and climatic con- 
ditions often prohibit the desirable direct body 
exposure. To these facts must be attributed, at 
least in part, our greater incidence of tubercu- 
losis and of rickets. Mankind in this zone is 
deprived of its most valuable germicidal agent 
and its most powerful hygienic factors. 

It has been shown that an intense ultra violet 
ray is generated by the mercury vapor lamp, 
and that this ray may be made available by the 
institution of transparent quartz for glass in the 
lamp. Such lamps have been in use for a num- 
ber of years and their value has been clearly 
shown, even if we fail to accept the claims of 
some enthusiasts that their efficiency is greater 
than that of the sun itself. Whatever their vir- 
tue may be it depends on the use of transparent 
quartz as a light transmitting substance, and de- 
spite the fact that a large part of the earth is 
composed of quartz in some form or other, this 
has been expensive and difficult to obtain in a 
practical form. 

Recent experiments of the General Electric 
Company have shown, however, that fused 


_| quartz may be produced in a practical form, and 


such are the remarkable qualities of this min- 
eral that the world may well be about to enter 
the Age of Quartz. Fused quartz 1s now pro- 
duced under great pressure in the electric fur- 
nace at its melting point of about 4000 degrees 
Fahrenheit; at this temperature it assumes the 
consistency of molasses in cold weather. Bub- 
bles are largely eliminated, first by vacuum 
and then by the pressure obtained. Fused 
quart is harder than platinum, with one-seven- 
teenth of its coéfficient of expansion. It retains 
its size and shape under repeated heating and 
cooling better than any other known substance. 
It is an almost perfect insulation. It may be 
heated above the melting point of gold and 
plunged into cold water without damage to !t- 
self. It is almost three times as transparent 4* 
glass, and is practically 100 per cent transpar- 
ent to the ultra violet ray, transmitting the en- 
tire spectral range from the shortest ultra violet 
ray to the longest infra-red, or heat ray. it 


naturally tends to form such a smooth reflect in 
surface that the spectral rays escape from 1 
only with the greatest difficulty, hence light or 
heat applied to one end of a tortuous rod will «> 
emitted from the other end, almost without loss. 
One end of such a rod may be placed in a fir’ 


the 


and the opposite end will emit the heat while 
shaft remains cool. 


| 
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_ The possibilities of such a mineral in therapeu- 

\.c medicine can be imagined, and they depend 
lirgely on this power of transmitting the life- 
protecting ultra violet ray. The time may yet 
come when hospital solaria will be glassed with 
quartz windows or illuminated with quartz light 
bulbs. Inaccessible parts of the body may be ir- 
radiated by properly shaped tubes. Now that 
the means are at hand, new and more surprising 
uses for this substance will undoubtedly be dis- 
cove 


DENTAL CARIES 


To the average medical man, a bad tooth is a 
bad tooth. He does not have to distinguish be- 
tween the teeth with soft or discolored areas of 
hypoplasia, the teeth worn down by attrition or 
abrasion, the chemically eroded teeth and those 
truly carious. Although he can and does hand 
over this problem to the dentist, it is of no little 
value to compare notes occasionally and see what 
has been accomplished. 

The enamel of the teeth is shown by histolo- 
gic study to be composed of enamel rods joined 
by a cement substance. This cement is some- 
what soluble in acid and when dissolved the 
enamel rods become loosened and a cavity forms. 
Once through the enamel, much more rapid de- 
struction occurs and bacteria invade the dentin, 
growing in the dentin tubules and destroying 
the matrix by decalcification and subsequent pu- 
trefaction. Unless there is operative interven- 
tion, infection of the pulp soon follows. 

There is no one organism which can be blamed 
for dental caries. The commonest seems to be 
the Bacillus acidophilus, so frequently adminis- 
tered in intestinal disorders, or a related form. 
It is able to produce and resist a high concen- 
tration of acid on the tooth surface, although its 
presence in perfectly healthy mouths means 
other factors must come into play. 

As is to be expected, the ductless glands have 
come in for a share of blame, although the only 
definite evidence is slight deficiency in calcifica- 
tion after parathyroidectomy and some clinical 
observations of rapid tooth decay in cases of hy- 
perthyroidism. 

_ The buffer action of the saliva is apparently of 
importante in neutralizing the acids produced 
by the various bacteria. Several sets of experi- 
rents show that this buffer action or neutraliz- 
ing power may increase considerably when saliva 
', obtained by stimulation of the salivary glands, 
«\ by chewing paraffin. This increase has been 
‘ound to be much less in cases with caries than 
in those with sound teeth. 

_ MeCollum and his co-workers have succeeded 
‘) producing caries-like lesions, pulp exposure, 
‘raeture and overgrowth of the teeth by various 
cletary changes. Although the evidences of the 


disease are entirely out of proportion to the ex- 
tent of any food deficiency and it is not possible 
to blame dental disease on any one specific di- 
etary deficiency, they seem justified in their 
conclusion that ‘‘any slight variation in the 
American diet, which always so dangerously ap- 
proaches the level of dietary deficiency, might 
become active at any period of lowered resistance 
or of physical or nervous stress.’’ 


A MEDICAL CENTER 


On Thursday, November 20, a group of men 
representing the medical schools, hospitals, med- 
ical societies, health organizations and the Med- 
ical Library met in Sprague Hall at the Library 
and discussed the advisability of developing a 
medical center with the Medical Library as its 
central codrdinating agency. 

The subject was discussed from many angles 
and a temporary organization was created con- 
sisting of Dr. W. P. Bowers, temporary chair- 
man, and Dr. Channing temporary 
secretary. 

The sentiment of the meeting was in favor of 
a medical center and the chairman was author- 
ized to appoint a committee which will make 
further study of the questions discussed and 
present plans for a permanent organization. 

This movement has been inaugurated at this 
particular time because of the evident necessity 
of important changes which must be undertaken 
by the Medical Library. 

Since it is recognized that the Library cannot 
properly function in the space at present avail- 
able and since it is an important factor in medi- 
eal affairs in this part of the country all profes- 
sional bodies interested in or dependent on the 
Library may very properly be encouraged to aid 
in any plan for its expansion. 


MISCELLANY 
MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


DIsEASES REPORTED FOR THE WEEK ENDING 
NoveMBER 29, 1924 


Diseases No. of Cases Diseases No. of Cases 


Anterior poliomyelitis 2 
Chickenpox 281 
Diphtheria 125 
Dog-bite requiring 
anti-rabic treat- 


ment 

Encephalitis lethar- 
gica 

Epidemic cerebrospi- 


nal meningitis 2 
German measles 16 
Gonorrhea 75 
Influenza 17 
Measles 120 
Mumps 109 


Ophthalmia neonato- 


rum 10 
Pneumonia, lobar 119 
Scarlet fever 261 


Septic sore throat 2 
27 


3 Syphilis 

Suppurative conjunc- 
tivitis 17 

Trachoma ; 2 

Tuberculosis, pulmo- 
nary 95 

Tuberculosis, other 
forms 16 

Typhoid 14 

Whooping cough 74 


| 
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MAINE STATE DEPARTMENT OF HEALTH 


InrectTious Diseases REPORTED FOR THE WEEK ENDING 
NOVEMBER 22, 1924 


RHODE ISLAND STATE BOARD OF HEALTH 


ContTacious Diseases REPORTED FOR THE WEEK ENDING 
NOVEMBER 15, 1924 


Diphtheria Scarlet Fever 
Cranston 2 Pawtucket 5 
Newport 1 Providence 10 
Providence 6 Woonsocket 4 
Pawtucket 3 1 

ventr 
Typhoid Fever East Providence i 
Providence 1 
Woonsocket 1 Smallpoz 

Chickenpoz Bristol 1 
Pawtucket 1 Whooping 
Providence 2 Cough 
Hopkinton 10 Providence 3 
Ophthalmia Neonatorum Measles . 
East Providence 1 Providence ef 


MASSACHUSETTS DEPARTMENT OF PUBLIC 
HEALTH 


Diseases REPORTED FOR THE WEEK ENDING 
NOVEMBER 22, 1924 


Diseases No. of Cases 


Diseases No. of Cases 


Chickenpozr East Millinocket 1 
Auburn g Fryeburg 1 
Augusta g Lewiston 1 
Bangor 4 Oxford 2 
Brunswick 4 Portland 2 
Dover-Foxcroft 1 Sanford 1 
Fairfield 1 South Portland 1 
Gardiner 14 Robbinston 1 
Lewiston 2 _ 
12 

orway 
Portland 33 Poliomyelitis 
Richmond 3 r 1 
Sanford 3 
South Portland 3 on 
Waterville 4 Northfield 1 
Winslow 
ow 
am Scarlet Fever 
87 Auburn 2 

Diphtheria Brewer 1 
Auburn 1 Bingham 2 
Bryant’s Pond 4 Calais 1 
Gardiner 1 Damariscotta 2 
Lewiston 5 Dover-Foxcroft -2 
Livermore 1 Fairfield 1 
Mexico 25 Friendship 2 
Portland § Lewiston 1 
Waterville 2 Milo 5 
Westbrook 9 

iw 2 ichmon 
wae — Sebec 1 

65 Westbrook 4 

Gonorrhea 28 
Auburn 1 
Harrington 1 , Syphilis ‘ 
Houlton 1 
Madrid 1 pe Porpoise 1 
Rockland 1 — 1 
Warren 1 ennebunk 1 

_. Kingsbury Pl. 1 
6 Linneus 1 
Portland 2 
Influenza Solon 1 
Brunswick 1 9 
East Millinocket 7 
Portland 3 Tuderculosis 
9 Auburn 2 
Bangor 3 
Measles 
Auburn 1 wiston 
Br i d gewater 1 Portland : 
Calais 1 Solon 
Ellsworth 7 
10 Typhoid Fever 
Mumps Augusta 1 
Bangor 16 Bangor 1 
Bath 1 Farmington 1 
Brunswick 4 Madison 1 
Bryant’s Pond 15 Portland 2 
Caribou 2 1 
Dixfield 2 _ 
Portlan 
South Portland 9 Vincent's Angina 
Waterville 3 Portland 
15 Whooping Cough 
Bridgewater 8 
Lewiston 17 
1 
1 


Anterior poliomyelitis 5 Ophthalmia neonato- 
Chickenpox 242 rum 18 
Diphtheria 168 Pneumonia, lobar 105 
Dog-bite requiring Scarlet fever 219 
anti-rabic treat- Septic sore throat 1 
ment 6 Syphilis 61 
Encephalitis lethar- Tetanus 2 
gica 1 Suppurative conjunc- 
Epidemic cerebrospi- tivitis 
nal meningitis 1 Tuberculosis, pulmo- 
German measles 4 nary 1 
Gonorrhea 131 Tuberculosis, other 
Influenza 7 forms 22 
Measles 96 Typhoid 1l 
Mumps 56 Whooping cough 68 


MEETING OF THE BOSTON ASSOCIA- 
TION FOR THE PREVENTION OF 
HEART DISEASE 


Tue Boston association for the prevention 
and relief of heart disease met on Thursday 
evening, November 20th, in the amphitheatre 
of the Peter Bent Brigham Hospital. Dr. Jack- 
son, president of the association, presided. Dr. 
Edwin H. Place addressed the meeting on ‘‘ The 
Heart in Acute Affections.’’ 

He pointed out that there are only two con- 
tagious diseases in which cardiac damage 0oc- 
curs frequently enough to be of importance, 
namely searlet fever and diphtheria. He de- 
scribed the symptoms which accompany the on- 
set of heart trouble after diphtheria. The most 
frequent of these are pallor, lassitude and irri- 
tability. If damage to the heart is more 
marked, vomiting occurs. Changes in the heart 
sounds are not very noticeable. Frequently 
there is abdominal pain resembling acute 
cholecystitis. Disturbance of the rhythm 1s 
also fairly common. The suddenness with 
which the symptoms appear at the onset and 
again disappear on recovery are very charac- 
teristic. If the patient does not succumb dur- 
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ing the first week he is likely to recover. Heart 
block is also characteristic of this disease but 
more rare and of more serious prognosis than 
the other symptoms. In most cases of this 
disease recovery is complete, at least as far as 
the clinical picture is concerned. However, the 
heart will show definite degenerative changes 
histologically even though it is not evident clin- 
ically. The efficiency of the heart is not im- 
paired, as a rule, after this disease. Dr. Place 
said he could recommend no drug for this con- 
dition. Digitalis does no good and is often 
contra-indicated. The important thing is to 
keep the demand on the cardiac effort at a min- 
imum and to keep the patient on almost starva- 
tion diet. No food is given by mouth on ac- 
count of the tendency to vomit and the fact 
that the normal peristalsis ceases during the 
acute period of the disease. Endocarditis or 
pericarditis may occur as well as typical toxic 
damage to the heart, but there is nothing very 
distinctive about these complications and they 
are rather rare. 

The endocarditis or pericarditis aceompany- 
ing scarlet fever is very similar to that in rheu- 
matic fever. From 1 to 3% of scarlet fever 
patients develop one or other of these condi- 
‘tions. Nearly half of the scarlet fever cases 
that develop the characteristic arthritis also 
have endocarditis. Evidence of bacterial in- 
fection either in the joint or heart is seldom 
found although a few years ago multiple septic 
joints in scarlet fever were fairly common. Of 
late years scarlet fever is becoming a milder 
disease. Its seriousness has dropped off more 
rapidly than that of tuberculosis. Dr. Place 
emphasized the extreme importance of a long 
rest efter heart damage especially in cases of 
endocarditis. 

A discussion followed Dr. Place’s address in 
which Dr. White, Dr. Robey and Dr. Levine 
participated. Dr. White mentioned the possi- 
bility of a relationship between congenital heart 
disease and cases of heart block in diphtheria. 
Dr. Robey suggested the possibility that early 
fibrosis resulting from damage by these diseases 
in early life might be the cause of cardiac in- 
sufficiency in middle life. Dr.’ Levine raised 
the question as to whether early diphtheria 
could have any connection with heart block 
quite a number of years later in life. Dr. Place 
in reply said he doubted if there is any rela- 
tionship between them. It is important to dis- 
tinguish between heart block and brachycardia, 
the latter being due to increased vagal tone. 
The electrocardiagram makes the distinction. 


MEETING OF THE HARVARD MEDICAL 
“SOCIETY 


Harvarp Mepican Socrety held its regular 
meeting on Tuesday evening, November 25th, at 
the Peter Bent Brigham Hospital. Two cases 
were demonstrated; one, a case of a 
child with a blood vessel tumor of the brain, the 


other a medical case of a man with infarction of 
the heart from coronary occlusion. The symp- 
toms of these cases were outlined with special 
features in the diagnosis, 

Dr. W. L. Aycock of the Department of Pre- 
ventive Medicine addressed the meeting on the 
**Epidemiology of Infantile Paralysis.’’ He 
spoke of the early records of the disease dating 
as far back as 1790. The first epidemics were 
reported between 1850 and 1860. Previous to 
1884 the disease had been considered spontane- 
peed rte cd of the anterior horns of the spinal 
co 

About 1906 and 1907 the disease its 
present wave in this country but little in the na- 
ture of statistics was available previous to 1910. 
From the data collected in the registration area 
in the United States since that time it would ap- 
pear that there are two possible cycles of the 
disease, one of six years’ and the other of four 
years’ duration. By this he meant that there is 
an increase in the number of cases reported every 
sixth or every fourth year but he is not con- 
vinced that either is a true cycle since statistics 
have been gathered only for a few years. The 
disease has been practically stationary in Mas- 
sachusetts for the last four years. Whenever 
the number of cases in this state has fallen. be- 
low two hundred per year there has been an out- 
break the following year. This low level has 
not been reached since 1920. 

The most interesting feature with regard to 
the epidemiology of the disease is its seasonal 
prevalence. The etiological factor seems to be 
favored by certain seasonal conditions. As a 
rule the largest number of cases occur in Sep- 
tember although, in the great epidemic of 1916, 
the maximum was reached in August. Each year 
there is a suggestion of a secondary increase in 
the spring. <A very noticeable difference between 
northern and southern states is the relatively 
high spring maximum and the relatively low 
summer maximum of the south as compared with 
those of the north. 

Another unusual feature shown by the sta- 
tistics is the high mortality rate when the mor- 
bidity is low and the low mortality rate when 
the morbidity is high. In September the mor- 
tality is about 20% for the whole registration 
area whereas in January it reaches 60%. Dr. 
Aycock suggested an explanation of this in the 
probability that the disease is more easily recog- 
nized in the summer. In the winter other condi- 
tions may be confused with it. There seems 
to be a seasonal shift in the diagnosis of similar. 
diseases. + 

The attempt to show some causal relation. be- 
tween cases in the same vicinity brings out some 
puzzling facts. Where multiple cases break out 
in the same family they usually occur within 
two or three days of each other.’ It does, not, 
seem likely that one arises from another,in such 
an instance but rather that they both;haye re- 
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ceived the virus from a common source. This 
seems probable because as nearly as can be deter- 
mined the period of incubation is about seven 
days. True secondary cases n the same family 
are rather rare. When one does occur it is a 
very definite interval, usually two or three weeks 
after the outbreak of the first case. Dr. Aycock, 
in his studies of the occurrence of the disease in 
Vermont, found that the same principle applied 
to communities. Families within a few miles 
of each other have had cases at almost the same 
time. In other instances such cases would be 
separated by a definite period. This might read- 
ily be taken as the period of incubation except 
that for the fact in many instances members of 
the families in queston were not acquainted and 
did not associate in any way. 

In speaking of the theories of the cause of the 
nerve cell injury and degeneration in this dis- 
ease Dr. Aycock gave several reasons for the 
opinion that the destruction of the nerves re- 
sulted from a lack of nutrition rather than from 
the direct action of the virus. This deficiency 
of nutrition might easily be caused by obstruc- 
tion of the delicate capillaries in the perivascular 
spaces supplying the nerve tissue of the anterior 
horns. This theory of vascular obstruction is 
supported by the fact that the cells involved 
present the appearance of nerve cells undergo- 
ing degeneration due to pressure. 

Several members of the Harvard Infantile 
Paralysis Commission participated in the dis- 
cussion following Dr. Aycock’s paper. Dr. Os- 
good spoke of the disease in monkeys in relation 
to the mode of transmission. Very little is known 
about this but there is cumulative evidence 
against the possibility of spread by personal con- 
tact. Dr. Peabody suggested the possibility that 
the disease often occurred in a mild form, the 
recognition of which might throw some light on 
the subject. Dr. Ober outlined the treatment 
of the disease and also expressed his disapproval 
of the use of massage in treatment since it is ap- 
parently of no benefit and in many cases does 
harm by greatly prolonging the tenderness of 
the muscles. 


AN EXPERIMENTAL MEDICAL SERVICE 


Co-OPERATION with the Harvard Mercantile 
Health Work, the American Trust Company at 
50 State Street has just completed one year of 
an experimental medical service for its officers 
and employees. The results obtained so far are 
declared by officials of the bank to be highly sat- 
isfactory, and the service is now considered a 
permanent department of the bank. 

A physician keeps regular office hours and is 
available for consultation by all employees with- 
out charge. Except in emergencies, the doctor 
does not give treatment. Many of the officers 
and employees have formed the habit of taking 


an annual physical examination and every new 
employee is urged, but not required, to be ex- 
amined after enteri 


the employ of the Trust 
Company. The 


is voluntary, not com- 


ulsory. 

The doctor has conducted an educational cam- 
paign against colds with particular emphasis 
on preventing their spread. Officials of the 
bank realize the service has been in effect too 
short a time to have had a very decided effect on 
absenteeism from illness, but it is believed that 
the standard of health has been raised as a re- 
sult of the service and that it is a distinct benefit 
both to the employees and the bank. 


ADDRESS AT HARVARD SCHOOL OF 


PUBLIC HEALTH 


_On Thursday, November 20th, Dr. Chas. P. 
Chapin of Providence, R. I., addressed the stu- 
dents of Public Health on ‘‘Practical Vital 
Statisties.”’ He explained the working of the 
**Model Law’”’ for registration of births and 
deaths, emphasizing the importance of accu- 
racy if the statistics were to be of real value. 

Most of the states in the Union now have an 
adequate law. It remains to perfect its opera- 
tion. Dr. Chapin spoke of the steps which had 
been taken in this direction in Providence. - 


$190,000 FOR HOSPITAL 


New York, Nov. 26—Gifts totalling $190,000 
have been made to the building fund of a Pres- 
byterian hospital in memory of the late Wil- 
liam Sloane and his father, John Sloane, by 
members of the family and relatives. The 
money will be devoted chiefly to the completion 
of specific units of the new building to be erect- 
ed at Broadway and 165th Street in conjunc- 
tion with the Columbia University School of 
Medicine. 

John Sloane was president of W. & J. Sloane 
and was a member of the board of managers 
of the hospital from 1883 until his death in 
1905. William Sloane became a member of the 
board in 1901 and was president from 1916 un- 
til his death in 1922.—Tra ipt—SJ 6: 


UNIVERSITY AND EDUCATIONAL NOTES 


Tue University of Chicago has set aside a 
tract of nine acres, the two blocks west of Ellis 
Avenue facing the midway, to be devoted whol- 
ly to the new medical school. The buildings now 
on this tract will be removed in time, and the 
university will immediately spend $4,000,000 
for hospitals, laboratories and teaching quarters, 
and eventually not less than $3,000,000 more. 
To endow the work to be housed in these build- 
ings will call for $5,000,000 in the near future. 
—Science. 
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DR. ELMER ERNEST SOUTHARD 


On November 18th the memorial to Dr. South- 
ard was unveiled at the Psychopathic Hospital. 
it is a large bronze portrait bas-relief, a notable 
portrait as well as a work of art, done by the 
sculptoress, Baschka Paeff. It is in the main 
entrance hall. 


The unveiling was attended by a considerable 
group of Dr. Southard’ s friends, co-workers and 
students. The exercises were simple but i impres- 
sive. The unveiling was by Dr. Southard’s 
daughter, Anne. 

Dr. William Healy spoke shortly of Southard 
the versatile contributor to Seience and the 
planner, of the Psychopathic Hospital. Dr. 
Harvey Cushing spoke of Southard the man who 
refuses to let himself be forgotten, and Dr. Mac- 
fie Campbell talked of Southard as an indefatig- 
7 worker who passed on the torch of knowl- 


‘All those interested were invited to call and 
see the memorial. 


THE EYE SIGHT CONSERVATION 
COUNCIL OF AMERICA 


Derective eyesight in the public schools: is 
costing the tax-payers of the nation at least 


$130,000,000 annually, it is asserted by the Eye 
Sight Conservation Council of America, which, 
in a statement sent to directors of summer 
schools throughout the country, urges organized 
er aga of vision as a social and economic 
need. 

The Council points out that poor eyesight is 
responsible for much of the retardation in 
schools, and makes ‘the results of inves- 
tigations showing t a large proportion of 
backward children have visual defects. 

Accompanying the statement is a report re- 
vealing that heavy moral and financial losses 
arise from this evil. Approximately 25 per 
cent of all school children in the United States, 
the Council finds, are retarded in their studies 
and fully one-third of this retardation is con- 
servatively estimated as due to defective vision. 

If this is a correct estimate, there are at least 
2,000,000 school children in the United States 
one or more years behind in their studies 9 
cause of defective vision, says the Council’s 
port, continuing: 

‘According to the United States Bureau 
of Education the cost of public elemen- 
tary and secondary education for the entire 
United States noabel in 1920, $64.16 per pupil 
per year.’ If each one of the 6, 000,000 retarded 
children in the United States, as estimated, was 
forced to drop back only one year, the cost 
would be #390,000,000. 


SAVING NEW YORK BABIES 


Ten thousand babies’ lives were saved in the 
city of New York in 1923, with an infant mor- 
tality rate of 66 per thousand reported births, ac- 
cording to the Weekly Bulletin of the New York 
Health Department. This places the city at the 
head of the list of the ten largest cities in the 
birth registration area of the United States. 

The efforts at improving child health were not 
only successful in baby welfare work, but also 
in the care of pre-school age children and with 
the children in school. Contagion has been suc- 
cessfully prevented from spreading in the 
schools. Thus during the year reported only 
322 cases of measles, 8 of diphtheria, 90 of scar- 
let fever, 881 of chicken pox and 137 of whoop- 
ing cough had to be excluded. 

Thousands of children were examined in the 
refraction clinics, and thousands were taught 
the use of the tooth brush and received dental 
care in the dental clinics. Moreover, midwives, 
it is claimed, are now under such excellent con- 
trol that no cases of sepsis and only two of 
ophthalmia were reported during the year. It 
was, however, not until 1922 that the Sanitary 
Code of New York required physicians as well 
as midwives to instill silver solution into the 
eyes of the newborn. 
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NEWS ITEMS 


THE SPRINGFIELD ACADEMY OF 
MEDICINE 


Tue regular meeting of the Academy was held 
Tuesday evening, December 9th, at 8.30. 

Dr. Allan O. Whipple, Professor of Surgery 
at the College of Physicians and Surgeons, New 
York City, read the paper of the evening en- 
titled, ‘‘Sub-Diaphragmatie Abscess,’’  illus- 
trated with lantern slides. 

Discussion was opened by Dr. F. B. Sweet. 
General discussion followed. 

Dr. Louis Gregory Cole’s moving pictures of 
the stomach and duodenum were also shown. 


HARVARD MEDICAL SOCIETY 


A Meet1NG was held in the Peter Bent Brig- 
ham Hospital Amphitheatre Dec. 9, 1924- 


PROGRAM 


1. Demonstration of cases. 

2. Hematoma of the Dura Mater and its Rela- 
tion to the Pachymeningitis Hemorrhagica 
Interna—Dr. Tracy J. Putnam. 

3. The Discovery of the Valves in the Veins— 
Dr. Edward C. Streeter. : 


NORFOLK SOUTH DISTRICT MEDICAL 
SOCIETY 


A MEETING for Medical Improvement was held 
at the Norfolk County Hospital, South Braintree, 
Thursday, December 4, 1924, 12:00 noon. Speak- 
er: Doctor Warren R. Sisson. Subject, ‘‘Mod- 
ern Methods of Infant Feeding.”’ 


THe Epison Exvectrric ILLUMINATING Co. is 
giving a course of instruction on the methods of 
resuscitation to a class of its women employes. 


DIPLOMAS were given to ten nurses at the first 
graduating exercises of the training school for 
nursing attendants in the New England Pea- 
body House for Crippled Children, Dee. 2. 


Tne State ComMIsston IN ADMINISTRATION 
AND FrNance is seeking authority to sell the 
Norfolk State Hospital. 


LECTURES AT THE Harvarp ScHoOL or PuBLic 
Hreauru—Dr. W. F. Rankin, Secretary of the 
North Carolina State Board of Health, has 
given two lectures at the Harvard School of 
Publie Health, December 4 and 9. 

He has diseussed the Value of Standards in 
Municipal Health Work and described the 
Methods of Evaluating Efficiency of County 
Health Work in North Carolina. 


Boston Crry Hosprrar—aA_ staff clinical 
meeting was held in the Cheever Surgical Am- 


phitheatre of the Boston City Hospital Fri- 
day, Dec. 5, 1924, at 8.15 P. M.: Fungus Infee- 
tions of Skin, J. G. Downing; Congelation 
Dermatitis, T. W. Thorndike; Gumma of Scalp 
with Perforation through Parietal Bone, W. T. 
Garfield; Treatment of Tinea Trichophytosin 
by Kromayer Lamp, M. C. VonGroll; Treat- 
ment of Syphilis with Bismuth, W. P. Board- 
man; Syphilitic Bursitis, B. Appel. Open dis- 
cussion followed. 


REMOVALS 


Dr. ALEXANDER McRopspir of Lynn has 
moved to 333 Union St. 


Dr. CHarRLEs A. Wiu.tiaMs has moved from 
lsrookline to Needham where he is at 304 
Nehoiden St. 


Dr. T. Mercanr’s address in Los An- 
geles, Cal., is now 101 South Oxford St. 


Dr. James F. Coupau’s address in Washing- 
ton is now at the White House. 


Dr. Josern C. Aun. now has his office at the 
Mass. General Hospital, Boston. 


Dr. ANpreEW T. Barstow has moved from 
Beacon St. to 536 Commonwealth Ave., Boston. 


Dr. Evererr FLoop is now at 819a Congress 
St., Portland, Me. 

Dr. Grorcge L. Gasier of Holyoke has 
moved from Appleton St. to 98 Suffolk St. 


Dr. H. Wricut has moved from 
Palmer (Hampden) to the Peter B. Brigham 
Hospital, Roxbury (Norfolk). 


Dr. E. H. MacMicnaet is now at Englewood, 
Florida. 


Dr. M. JJ. HALLORAN has moved from Worces- 
ter to Jacksonville, Florida, where his address 
is Hotel Burbridge. 


Dr. Wintnror Apams has moved from Cam- 
bridge to Washington, D. C., where his address 
is 1703 N. Y. Ave. 


Dr. E. H. has returned 
to the State Publie School at Sparta, Wis., 
from Worcester. 


Dr. Oscar S. Creetry has moved from 63 to 
128 Mt. Auburn St., Watertown. 


Dr. Bete J. ALLEN’s present address is Cal- 
eutta, India, India Industrial Mission. 


Dr. Ausprey J. Pornier of New Bedford has 
moved from Purchase St. to 344 Summer St. 
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Dr. CHaRLES W. TowNsENp is traveling in 
the West. Letters addressed to Ipswich, 
Mass., will be forwarded to him. 


Dr. ALTON J. CuHoate has moved from Ten- 
nessee to Dayton, Ohio, where he is at the Na- 
tional Military Home. 


Dr. Davi E. MANN has moved from Norfolk 
to Needham, 921 Great Plain Ave. 


Dr. LauRENCE A. BETTERIDGE has moved from 
Suffolk to the Non-Resident List and is situated 
in Millbridge, Me. 


Dr. Mason R. Pratt has been transferred 
from Fall River (Bristol South) to Swamp- 
scott (Essex South) where he has an office at 
84 Humphrey St. 


Dr. Frank S: CrvtIcKSHANK has moved from 
Dorchester to Brookline. His office is, as be- 
fore, 520 Beacon St., Boston. 


Dr. Fioyp R. Smita of Pittsfield now has 
his office at 150 North St. 


OBITUARY 


THEODORE HOUGH, M. D. 


THEeoporE Hoven, Dean of the Medical De- 
partment of the University of Virginia, was 
not a physician nor had he been for nearly 
twenty years a resident of Massachusetts. So 
important, however, was his position in the 
medical profession and so happy had been his 
associations in Boston in his earlier years that 
his death will be keenly felt by his many 
friends here. 

Born in Front Royal, Virginia, in 1865, the 
son of Rev. Robert R. T. and Virginia Baer 
Hough, he received his A. B. from Johns Hop. 
kins in 1886 and his Ph. D. in 1893. He then 
took up his work at the Massachusetts Institute 
of Technology as Instructor, and later, Assis- 
tant Professor of Biology. This brought him 
into intricate relations with the late Prof. Wm. 
T. Sedgwick. 

In 1903, he became Professor of Biology in 
the then new Simmons College. He was also 
Instructor in Physiology and Hygiene in the 
Boston Normal School of Gymnastics. 

In 1907, he was ealled to the Chair of Phys- 
iology in the University of Virginia. For the 
past eight years he served as Dean of the 
School. 

One of the most important of his accomplish- 
ments was the decision to retain the Medical 
School in Charlottesville in close association 
with the wonderfully beautiful University 
founded by Thomas Jefferson. 

This decision was due in great part to the 


influence of the Dean who felt that the atmos- 
phere of the University town more than coun- 
ter balanced the larger clinical facilities of 
Richmond. It meant the building up of the 
hospital facilities and the creation of a medical 
centre in Charlottesville, a work carried out 
with signal success under Dr. Hough’s leader- 
ship. 

His prominence in the American Academy 
of Arts and Sciences, in the American Physio- 
logical Society and other national societies, as 
well as the Presidency in 1922 of the Associa- 
tion of American Medical Colleges, shows the 
esteem in which he was held by his colleagues. 

His widow, who was Miss Ella Grey White- 
head of Richmond, and two sisters survive him. 

His loss will be keenly felt, not only in Vir- 
ginia, but in Massachusetts where his ability, 
character and broad vision were recognized. 
The medical profession has lost a tried and 
able leader. 


RECENT DEATH 


Dr. Russet. Braprorp Sprague died at the 
Cape Cod Hospital, Hyannis, December 21, 
1924, after a lingering illness, at the age of 
thirty-seven. 

Dr. Sprague was a graduate of Tufts (ol- 
lege Medical School in 1910, specialized in Pub- 
lie Health, entered the Massachusetts Medical 
Society from Boston in 1912 and had lived sev- 
eral years in Barnstable with an office in Yar- 
mouthport. He was a member of the Ameri- 
ean Medical Association. 


NOTICES 


THE HARVARD MEDICAL SOCIETY 


THE next regular meeting of the Harvard 
Medical Society will be held as usual in the 
amphitheatre of the Peter Bent Brigham Hos- 
pital, December 9, at 8:15 P. M. The program 
follows: 

1. Demonstration of cases. 

2. Hematoma of the Dura Mater and its Re- 
lation to Pachymeningitis Hemorrhagica In- 
terna, Dr. Tracy J. Putnam. 

3. The Discovery of the Valves in the Veins, 
Dr. Edward C. Streeter. 

All members of the medical profession, med- 
ical students and nurses are invited. 


HARVARD PUBLIC HEALTH CLUB 


THERE will be a social meeting of the Har- 
vard Public Health Club on Thursday, Decem- 
ber 11, 1924, at eight o’clock, in the Harvard 
School of Public Health, 55 Van Dyke Street, 
Boston. 


Dr. Eugene R. Kelley of the Massachusetts 
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State Board of Health will speak at the Har- 
vard School of Publie Health on December 11, 
1924, at 3 o'clock. His subject will be “Per. 
sunalities, polities, public opinion the 
health administrator.’’ 

Professor Eugene Wambaugh of Harvard 
Law School will lecture on Publie Health Law 
on December 16 and December 18 at 3 o'clock 
in the Harvard School of Publie Health. 


BOSTON MEDICAL HISTORY CLUB 


Tue Boston Medical History Club will hold a 
meeting at the Boston Medical Library on Mon- 
day, December 15, 1924, at 8:15. Program: ** Ke- 
marks on Thomas Sydenham, Our Model Prae- 
tical Physician,’’ by Dr. Reginald Fitz. 


INDUSTRIAL TOXICOLOGY 


Dr. Auice has just returned from 
Russia to take up her work in Industrial Tox- 
icology in the Harvard School of Public Health. 
Last year various members of the Massachu- 
setts State Department of Health and of the 
Health Department of the City of Boston at- 
tended leeures delivered by Dr. Hamilton and 
found them very interesting and instructive. 

The lectures will come on Monday, Wednes. 
day and Friday afternoons at 3:15 and will be 
given in the School of Public Health building. 
The fee for the whole course, which lasts two 
months, December and January, wil! be 
#50.00, 


BOSTON MEDICAL HISTORY CLUB 


Mepicat Liprary, Monday, December 
15, 1924, at 8.15 P. M. 


PROGRAM 
1 Remarks on Thomas Sydenham, our model 
practical physician. By Dr. Reginald 
Fitz. 


Notes on the published works of Sydenham. 

By James F. Ballard. 
This is the 300th anniversary of the birth of 
Thomas Sydenham. Members having pictures, 
hooks, and other matter related to Sydenham 
are requested to bring them to the meeting for 
exhibition. 
Il. R. Viers, M. D., 


Secretary. 


NEW ENGLAND ROENTGEN RAY 
SOCIETY 


THe next meeting will be held December 19]® 


at 8 o’eclock at the Boston Medical Library. 


Subject: Exposition of Dr. L. G. Cole’s mov- 


ing pictures of the stomach and duodenum. 


The disenssion will be opened by Dr. William 


KE. Preble, followed by Dr. Frank H. Lahey, Dr. 
i. H. Germaine, Dr. F. W. 


White and Dr. 


An invitation is extended to the profession to 

attend this meeting. 

Frank E. WHEATLEY, 
Secretary. 


A CONFERENCE will be held 
Wednesday, December 17, in the Bowditeh Li- 
brary, Building C, Harvard Medical School, at 
4 P.M. Dr. W. B. Cannon will speak on ‘‘A 
Pseudaffective Preparation and Some Phenom- 
ena Which It Manifests.”’ 


SOCIETY MEETINGS 


Essez North District Medical Society 


7, 1925. Semi-annual mecting at 
. 1925. Annual meeting at Lawrence 


Franklin District Medical Society 


The meetings of the Franklin District Medical Society will be 
hela on the second Tuesday of Jahuary, March and May. 


Hampden District Medical Society 


Meetings be held on the third Tussday of January and the 
third Tuesday in April. 


Hampshire District Medical Society 


The meetings will be heid the second Wednesday of November. 
January, March and May. 


Middiesez East District Medical Society 
Wednesday, January 21. Harvard Club. Dr. Franklin kK 

White, “Diagnosis of @all-Biadder Disease 

Wednesday, March 18. Harvard Club. —_. John H. Spas 

ham, “Urinary Retention: Ivs Significance and Treatmen 

Wednesday, April 15. Harvard Club. 

Wednesday, May 13. Colonial Inn, North Reading. 


Middlesex North District Medical 


January 28, 1925. 
April 29, 1925. 


Middlesex South District Medical Society 


Winter Schedule—The plans for winter meetings of the Soci. 
ety include the stated meetings in October and April, two hue 
pital meetings, and five meetings to be held in conjunction wit. 
the Suffolk District Medical Society and the Bost 


edica. 
Library (two surgical, 


on 
two medical, and one general). 


Norfolk District Medical Society 
January 27, 1925. Masonic Temple. Subjett: 
ri Medical Teaching and Medical Practice.” 
8S. Begg . Bowers 


and 

24, 1925. Masonic Temple. Subject: ‘“‘The Need o. 
Periodical Physical Examinations and How to Make Them. 
Speaker. Dr. Francis H. McCrudden. A second speaker wii 
be selected to present another subject at this meeting. 
March 31, 1925. Tufts College Medical School. This meetins 
given over to Drs. ry and Watters for the purpose of givins 
us a medical examiners’ talk. 


Norfolk South District Medical Society 
inclusive, at 12 noon, at the Norfolk Count, 


“Some Trends 
Speakers: Dr> 


Suffolk District Medical Society 

December 17. Medical Section, in a | A the Middle- 
sex South District Medical Society. * er Drug Treat- 
ment of Heart Disease,”” Dr. Paul D. 

January 28. General meeting, in a with the Boston 
Medical Library and the Middlesex South District Medical Soci- 
ety. “Some Experiences of a a Pathologist” (lan- 
tern slides), Dr. George agrath 

February 275. Surgical Section, in association with the Middle- 
District Medical Society. ‘‘Pyelonephritis,” Dr. Arthur 

rosbi 


e. 
March 25. Medical Section, in association with the Middlesex 
Medical Society. “The Treatment of Pneumo- 


April meeting. “Hypertension and Longevity,” 
Dr. Harold M. Frost. 


Worcester District Medical Society 


January 17, —— Surgical meeting. Place, subject and 
speaker to nounced. 

February . 1925. Memorial Hospital, Worcester. Papers 
will be read by the members of 


the hosp ; 
March 11, 1925. St. Vincent's Hospital, Worcester. Papers 
staff 


W. MeClure. 


will be read by the members of the hospital 
April 9, 1925. Subject and speaker to 


be announced. 
May 14, 1925. Annual 
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